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IN BOTH PROXIMAL AND DISTAL SEGMENTS 


HYDROCHLOROTHIAZIDE 


ALDACTONE® (spironolactone) 


acts mainly in the proximal segments 
of the renal tubules. 


acts mainly in the distal segments of 
the renal tubules. 


NEW 


(brand of spironolactone with hydrochiorothlazide) 


ALDACTAZIDE now Offers physicians the only 
therapeutic preparation to provide positive 
diuretic activity in both the proximal and the 
distal segments of the renal tubules. 

Hydrochlorothiazide exerts a well- 
known, vigorous diuretic action in the 
proximal segment of the renal tubules. The 
Aldactone component of Aldactazide 
specifically blocks the sodium-retaining and 
potassium-excreting effect of aldosterone in 
the distal segment. 

This combined control provides true 
multiple diuretic effects for optimal relief of 
edema and ascites in patients requiring 
prompt, maximal control, and in those whose 
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edema and ascites are resistant to single diu- 
retics. Further, the potassium-saving activity 
in Aldactazide largely or wholly offsets the 
danger of potassium loss which thiazide diu- 
retics induce. 

The usual adult dose of Aldactazide is one 
tablet four times daily, although dosage may 
range from one to eight tablets daily. 

Aldactazide is supplied as compression- 
coated white tablets, each tablet containing 
75 mg. of Aldactone (brand of spironolac- 
tone) and 25 mg. of hydrochlorothiazide. 

SEARLE « co. 
CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the iction that ti g study is 


the basis of sound general practice. It ie the rele of GP, 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Fallacies in the Management of the Pigmented 
Mole. DAN J. KINDEL, M.D. The question of 
what should or should not be done about a 
pigmented mole is answered. 


The Use of Therapeutic Aerosols. MAURICE S. 
SEGAL, M.D. The bronchodilator aerosols de- 
scribed in this article are very useful therapeu- 
tic agents for the relief of bronchospasm. 


Bedside Cardiology: The Clinician’s Return. 
DAVID WAXMAN, M.D., E. GREY DIMOND, M.D. 
AND ALBERTO BENCHIMOL, M.D. The clinical 
examination of the heart can yield considerable 
information if properly done. This article illus- 
trates how accurate clinical data can be when 
compared and correlated with a number of 
physiologic measurements. 


Practical Fetal Electrocardiography. FRANK 
SHUBECK, M.D. A simple, practical method of 
recording the fetal electrocardiogram is pre- 
sented. Many questions can be answered by 
such a record. 


Differentiation of Esophagitis from Other Chest 
Pain. LIONEL M. BERNSTEIN, M.D., ROBERT 
C. FRUIN, M.D. AND RALPH PACINI, M.D. 
Nonspecific esophagitis as the cause of chest 
pain is more common than generally recognized, 
but an accurate diagnosis can be made. 


The Treatment of Psoriasis. ASHTON L. WELSH, 
M.D. This is a comprehensive review of the 
therapy suggested for psoriasis, with frank 
comments by the author and a detailed descrip- 
tion of his own methods of treatment. 
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Publisher’s Memo 


KEEPING PACE with medical progress has always been 
a problem for the conscientious physician. Until re- 
cently he has had to rely on medical journal articles 
and infrequent scientific lectures. Today he can view 
films, watch closed-circuit television or listen to a 
taped recording. But if our information is accurate, 
and we have every reason to believe it is, the doctor 
still leans most heavily on the good old printed word. 
It has advantages all its own. 

We’ ve read studies (in depth, of course) and come 
up with the reasons why. First of all, the busy doctor 
can read his medical journal where he wants to and 
when he wants to. He doesn’t have ‘‘to wait ’til the 
program comes on.” 

He can also choose any one of several subject areas 
(he’s not at the mercy of a program director). He can 
read as much or as little as he wants and can bounce 
from subject to subject. In short, hé’s completely in- 
dependent, and he needs no special paraphernalia or 
equipment. 

The studies show that the doctor also wants mate- 
rial he can review or refer to a week, a month or a 
year from now. This seems to be very important and 
holds true for both editorial and advertising copy. He 
can also set his own pace, rereading a sentence or a 
paragraph as many times as necessary (we like to 
think, with respect to GP, that this is seldom neces- 
sary). 

Many readers also point out that they are willing 
to sacrifice the ‘“dynamic’”’ qualities of other media 
for the advantages of graphic presentation. They 
believe, almost universally, that other media can 
only supplement, not supplant, the printed article. 
As one doctor said, ‘““There is nothing on the visible 
horizon that can substitute for the printed word.” 
This makes sense. 

In agreeing wholeheartedly, the publisher of GP 
(and now also Family Physician) accepts a contin- 
uing responsibility to obtain, edit, illustrate and dis- 
tribute articles of unquestioned merit. He must also 
be sure that they are of real interest and value to a 
combined total of more than 65,000 readers. His en- 
tire staff must approach their duties with the reader 
constantly in mind. After all, it is hardly axiomatic 
to point out that if there are no readers today, there 
is no magazine tomorrow. 

—M.F.C. 
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SIGNIFICANT EVENTS 


Malpractice Plan >» Members covered by the Academy's malpractice insurance 

Declares Dividend plan can look forward to a 10 per cent premium dividend. 
The reason: General practitioners as a group have proved 
to be a better malpractice insurance risk than groups that 
include specialists. The premium dividend was announced 
by the American Insurance Company, the PLUS plan's under— 
writing agency. 

Three years ago, when the plan was first introduced, both 
the Academy's Insurance Committee and the AIC correctly 
anticipated premium dividends based on a favorable claims 
experience. As additional members enroll, the net premium 
may go even lower. 


Because of state insurance laws, members in New York and 
Utah may not receive the premium discount. 


Appointment of > Information reaching the Academy from Washington indicates 
Cohen Opposed that the medical profession is less than pleased with the 


President's nominee for assistant secretary of Health, 
Education and Welfare. For the post, Kennedy tapped Prof. 
Wilbur J. Cohen, a compulsory health insurance enthusiast 
who headed the President's health care task force. 


As predicted here last month, the Kennedy social security 


health care plan carries the Cohen trademark. It follows a 
divide—and—conquer pattern by postponing a frontal attack 


on the private practice of medicine. If Kennedy and Cohen 
can wedge one foot in the door, full-scale compulsory 
health insurance will follow as the night the day. 


Cohen, whose appointment may or may not be endorsed by 
the powerful Senate Finance Committee, is currently being 


checked out by the FBI and others familiar with his alleged 
Communist—front activities. One Washington correspondent, 
encouraged by the Academy's Executive Committee, plans to 
open files that have been considered top-secret. 


> Aime Forand, a former Rhode Island Congressman who carved 
tte his niche alongside those of Wagner, Murray and Dingell, is 
Not Forg still plugging, in an unofficial way, for compulsory health 


insurance. He is openly disappointed with the Kennedy plan 
because it (1) contains a deductible feature and (2) does 
not cover medical and surgical fees. 

Look for Rep. Cecil R. King (D-—Calif.) or Rep. T. M. Mach— 


rowicz (D-—Mich.) to fill Forand's shoes. In the Senate, the 
push will come from Sen. Clinton Anderson (D-N.M.). 
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Ike Wanted Social 
Security for MDs 


Dixon to Top 
FTC Position 


Philippine Doctors 
Organize Academy 


> In his final budget message, Eisenhower recommended that 


self-employed physicians be blanketed by the social security 
quilt. The ex—President pointed out that nine out of 10 


workers and their families now come under the OASDI progran. 
Only physicians and, strangely, civilian employees of the 
federal government, can be classified as major groups still 
outside the compulsory coverage circle. 

Since Eisenhower's message, the outgoing secretary of HEW 
has predicted that compulsory coverage will include physi- 


cians "within the next few years." Secretary Flemming says 
that 56 per cent of self-employed physicians want social 


security coverage, does not say how many realize that 
compulsory coverage will ultimately cost them more than 
$500 a year. 


> Paul Rand Dixon, former counsel for the Kefauver antimo- 
nopoly subcommittee, is President Kennedy's choice for 


chairman of the Federal Trade Commission. With Dixon head- 
ing the FTC, look for even greater emphasis on efforts to 
disrupt concentrations of economic power. Two agencies, the 
FTC and the Justice Department, will be trying to out—anti- 
monopoly each other and, as a group of General Electric 
executives recently learned, one agency is more than enough. 


Dixon, 47, will be moving in on a tetracycline antitrust 
case seeking to break the patent and eliminate tradenames. 


He will also test antitrust statutes to see if they will 
hold up in instances where prices are identical but there is 
no evidence of conspiracy. 


>» Less than a week ago, the headquarters office received 
word that a new general practice association has been found- 
ed in the Philippines. The new Philippine Academy of Gen- 
eral Practice shares common objectives with the American 
Academy, is headed by President Ramon R. Angeles. It will 
seek to affiliate with the Philippine Medical Society as a 
specialty association. —M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 1961 SCIENTIFIC ASSEMBLY, 
APRIL 17-20, IN MIAMI BEACH. FOR HOTEL RESERVATIONS, SEE 
PAGE 203. 
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Sen. Pat McNamara (D-Mich.) has asked the 
Senate to create a special committee to study the 
problems of care for the aged. He proposed that 
this new committee should take on the job of 
examining the “mass of information and ideas 
generated by the recent White House Conference 
onthe Aging.” Thecommittee, however, would not 
handle any legislation, according to the Senator. 


™ =) An English physician rec- 

ommends new therapy 
for patients who wish to 

stop smoking. Dr. Ali- 


] stair Mackinnon said 
recently, “People look 
upon smoking as a tran- 
“et quilizer. For the man 
over 40 who shouldn’t 
smoke for health rea- 
sons, I think flirting is a 
Z suitable alternative.” 


The fall in federal gas tax revenue (brought about 
by lower consumption by compact cars) is caus- 
ing rumors that a tax rise is in the near-future. 
Revenues, estimated to be off as much as $500 
million for 1960, are expected to fall farther this 
year. Uncle Sam needs money to pay for the 
federal highway program; hence, more tax. 


A Senate subcommittee recently reported that 50 
per cent of the country’s 307,681 nursing home 
beds fail to meet acceptable standards. There is 
also a shortage of 127,024 beds for patients who 
need nursing-home care. 


The Internal Revenue Service has ruled that taxes 
levied by municipalities for special purposes (im- 
Proving streets, off-street parkirig) are, unlike 
regular real estate taxes, not deductible. The 
service said these special taxes tend to increase 
the value of the property taxed and are therefore 
similar to capital expenditures. 
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Quantum Sufficit 


A USPHS committee on planning for mental 
health has gone on record as opposing the con- 
struction of any more large mental hospitals. The 
committee recommends replacement of the large 
hospitals with smaller community or regional 
hospitals. 


Fourteen persons died of a liver ailment and 30 
others became ill after receiving injections from a 
Camden, N.J., osteopath. A “specialist in psycho- 
therapy,” the osteopath had used injections to 
administer sedatives, and authorities speculated 
that the disease (believed to be serum hepatitis) 
had been transmitted by the hypodermic needles 
or syringes. 


More than 1,300 representatives of the medical 
profession and business and community leaders 
are serving on the board of directors of the 68 
Blue Shield Plans in the U.S. Moreover, more 
than 50 per cent of the governing boards are 
composed of physicians. 


Incidence of infantile paralysis reached a new low 
in the U.S. in 1960. There were 1.3 cases per 
100,000 Americans, compared with 4.9 cases for 
that number in 1959. Total polio cases last year: 
3,277. 


Concentrated dry frozen 
baby food has been 
given the stamp of ap- 
proval by three Uni- 
versity of Missouri 
pediatricians. After 
completing a study of 
the food, the doctors 
reported that the chil- 
dren thrived and the 
mothers preferred the 
new product, particu- 
larly for its easy prepa- . 
ration and storage. —— A 
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confirmed by radioisotopic measurements 
in coronary artery disease 


Peritrate produces “significant” 
and “prolonged” increase 
in myocardial blood flow* 


MYOCARDIAL BLOOD FLOW IN NORMAL EFFECTS OF PERITRATE ON 
AND POSTCORONARY PATIENTS POSTCORONARY PATIENTS 


1 HR. 2 HR. 3 HR. 4 HR. 5 HR. 
There is a significant reduction in Peritrate 20 mg. increases myocardial 
myocardial blood flow in patients blood flow of a coronary patient to the 
with a previous myocardial infarction. normal range and sustains it there. 


Without significant change in cardiac output, pulse rate, blood pressure... 
Peritrate provides these benefits : 


AFTER A CORONARY (with or without angina) 
Peritrate helps establish and sustain collateral circulation safely, supports natural 
healing and minimizes ensuing anginal attacks. 


*Johnson, P. C., and Sevelius, G.: 
Measurement of myocardial blood flow, J.A.M.A. 173:1231 (July 16) 1960. 


basic therapy for coronary artery disease— 
with or without angina 


MORRIE PLAINS, 


makers of TEDRAL GELUSIL PROLOID MANDELAMINE 
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If your son or daughter 
is in graduate school or 
medical training, besure 
he qualifies as a student 
before claiming him as a 
deduction. The Tax 
Court ruled that a hos- 
pital intern doesn’t 
qualify as a _ student 
deduction even though 
the parents contributed 
more than half his sup- 


port. 


“Psychoquacks” and fake mind-healers are swin- 
dling the American public out of an estimated 
$600 million a year, and lack of state controls 
aids the imposters. In 44 states, anyone can set 
up shop as a psychologist without any qualifica- 
tions or training whatsoever. 


The annual use of hospital care by Americans has 
declined to the 1940 level of 2.8 days a person, the 
Health Insurance Institute reports. 


American drug firms, plagued by home-front 
threats to police prices and markups, fear similar 
treatment abroad. Many big, research-supporting 
firms receive a large share of their profits from 
overseas operations. Now, the British National 
Health Service claims American subsidiaries of 
affiliated companies supplying about half the 
drugs used in the United Kingdom are making too 
much money. Observers predict profit-margin 
Policing. 


A British doctor collect- 
ed all advertising ma- 
terial he received from 
drug companies last 
year. Total weight: 111 
pounds, 3 ounces; total 
postage: $50. 
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Dr. Paul Dudiey White says it is costing many 
persons with heart disease too much money for 
treatment, hospitalization and drugs. The reason: 
More specialized medical care than is necessary, 
overly long hospitalization and a wider variety of 
diagnostic tests and drugs than safety requires. 


A special Kennedy task force has proposed that 
the Administration step up federal spending by 
$270 million yearly to train more doctors, expand 
medical research and build hospitals and nursing 
Pa.) has proposed the 


homes. 
establishment of a mili- 


tary medical school to 

serve the armed forces Pie 
and increase the supply 
of doctors and dentists. 


Rep. Francis Walter (D- 


J 


The academy, to be 

patterned after other — 
service schools, would 
have a corps of 1,478. fy he 
Cadets completing the 


course would be obli- 
gated to serve 10 years 
in one of the services. 


In the past 12 months, 16 per cent of the physi- 
cians in this country have relocated their offices. 
Chief reasons: More space, parking. 


Allied Laboratories (parent company of Pitman- 
Moore pharmaceuticals) will soon be merged into 
Dow Chemical Company. 


The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $5.42 at the 
close of the business day, February 13. 
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General Medicine: Robert J. Gilston, M.D., Amsterdam, 
N.Y.; Hugh Hussey, M.D., Washington, D.C.; Harold 
Jeghers, M.D., Jersey City, N.J.; John Llewellyn, M.p., 
Louisville, Ky.; John P. Merrill, M.p., Boston, Mass.; 
William D. Paul, m.p., Iowa City, Ia. 


General Surgery: L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; John H. Mulholland, m.pD., New York, N.Y.; Victor 
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Protects the angina patient 
better than vasodilators alone 


Unless the coronary patient's ever-present 
anxiety about his condition can be 
controlled, it can easily induce an 
anginal attack or, in cases of myocardial 
infarction, can delay recovery. 


This is why Miltrate gives better 
protection for the heart than vasodilators 
alone in coronary insufficiency, angina 
pectoris and postmyocardial infarction. 
Miltrate contains PETN (pentaerythritol 


tetranitrate), acknowledged as basic 
therapy for long-acting vasodilation. .. . 


REFERENCES: 1. Ellis, L. B. et al.: Circulation 17:945, May 1958. 
2. Friedlander, H. S.: Am. J. Cardiol. 1:395, Mar. 1958. 8. Riseman, 


J.E.F.: New England J. Med. 261:1017, Nov. 12, 1959. 4. Russek, H. I. 
et al.: Circulation 12:169, Aug. 1955. &. Russek, H. I.: Am. J. Cardiol. 
3:547, April 1959. 6. Tortora, A. R.: Delaware M. J. 30:298, Oct. 1958. 
7. Waldman, S. and Pelner, L.: Am. Pract. & Digest Treat. 8:1075, 
July 1957. 

: Bottles of 50 tablets. Each tablet contains 200 mg. 
Miltown and 10 mg. pentaerythritol tetranitrate. 


Dosage: | or 2 tablets q.i.d. before meals and at bedtime, 
according to individual requi CML-3619 


What is more important—Miltrate provides 
Miltown, a tranquilizer which, unlike 
phenobarbital, relieves tension in the 
apprehensive angina patient without 
inducing daytime fogginess. 

Thus, your patient’s cardiac reserve is 
protected against his fear and concern 
about his condition; his operative arteries 
are dilated to enhance myocardial blood 
supply—and he can carry on normal 
activities more effectively since his mental 
acuity is unimpaired by barbiturates. 


Miltrate 


Miltown® (meprobamate) + PETN 


(WALLACE LABORATORIES / Cranbury, N. J. 
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Editorial 
Advisory Board 


Richards, M.D., San Francisco, Calif.; Philip Thorek, M.D., 
Chicago, Ill.; Richard Varco, M.D., Minneapolis, Minn. 


Hematology: William Dameshek, M.D., Boston, Mass.; 
William J. Harrington, M.D., St. Louis, Mo.; Samuel 
Mcllvanie, M.D., Spokane, Wash.; Paul Reznikoff, M.D., 
New York, N.Y. 


Industrial Medicine: W. B. Hildebrand, m.D., Menasha, 
Wis.; Rutherford T. Johnstone, M.D., Los Angeles, Calif. ; 
Earl F. Lutz, M.D., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 


Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; George Hyslop, M.D., New York, 
N.Y.; James L. O’Leary, M.D., St. Louis, Mo. 


Nutrition: W. H. Sebrell, Jr., M.D., Manhasset, N.Y. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Balti- 
more, Md.; Conrad G. Collins, M.D., New Orleans, La.; 
E. C. Hamblen, m.D., Durham, N.C.; Ernest W. Page, 
M.D., San Francisco, Calif. 


Ophthalmology: Arthur H. Keeney, M.D., Louisville, Ky.; 
Derrick T. Vail, M.D., Chicago, Ill. 


Oral and Plastic Surgery: Truman Blocker, M.D., Gal- 
veston, Tex.; Paul W. Greeley, M.D., Chicago, III. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.p., Louisville, 
Ky. 

Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Milton Halpern, 
M.D., New York, N.Y.; William Ober, M.D., New York, 
N.Y.; Douglas Sprunt, M.D., Memphis, Tenn. 

Pediatrics: Robert A. Aldrich, M.D., Seattle, Wash.; Harry 
Bakwin, M.D., New York, N.Y.; James L. Dennis, M.D., 
Oakland, Calif.; James Hughes, M.D., Memphis, Tenn.; 
Harry Shirkey, M.D., Birmingham, Ala. 

Pharmacology and Drug Evaluation: Arthur Grollman, 
M.D., Dallas, Tex.; John C. Krantz, Jr., Ph.D., Balti- 
more, Md. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, Ph.D., New York, N.Y.; Leroy E. Burney, 
M.D., Washington, D.C. 


Psychiatry: O. Spurgeon English, M.D., Philadelphia, Pa.; 
Ian Stevenson, M.D., Charlottesville, Va.; Stewart Wolf, 
M.D., Oklahoma City, Okla. 
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Radiology and Isotope Medicine: Earl E. Barth, M.D., 
Chicago, Ill.; Sol Berson, M.D., New York, N.Y.; E. P. 
Pendergrass, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Philip S. Hench, M.D., 
Rochester, Minn.; W. Paul Holbrook, M.D., Tucson, 
Ariz.; John W. Sigler, M.p., Detroit, Mich. 


Tropical Medicine: William A. Sodeman, M.D., Philadel- 
phia, Pa. 


Urology: John W. Draper, M.D., New York, N.Y.; Lau- 
rence F. Greene, M.D., Rochester, Minn.; Robert Lich, 
M.D., Louisville, Ky. 


MOVING? 


WHEN YOU CHANGE your address, be sure te notify GP 
Circulation, preferably one month in advance. That way, 
you'll get every issue on time. Simply print your name, eld 
address and new address on a Sc postal card and send it te: 
GP Circulation, Volker Boulevard at Brookside, Kansas City 


12, Missouri. 
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HYDRODIURIL® MEPROBAMATE 
HYDROCHLOROTHIAZIDE 


...- CYCLEX provides the promp 
lief of meprobamate for nervous- 


, breast fullness, abdominal congestion 
adult dosage is one tablet once or twice 4 
West Point, Pa. 


for MOOD-CHANGES...CYCLEX supplies 


the effect 


ive re 


Division of Merck & Co., INC. 


ness, irritability, tension, nausea, malaise, insomnia 
MERCK SHARP & DOHME 


for GI DISTRESS... CYCLEX affords 


Before prescribing or administering CYCLEX, the physician should consult 
detailed information on use accompanying package or available on reque 


day, beginning on the first morning of symptoms and con 
CYCLEX and HYDRODIURIL are trademarks of Merck & Co 


of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
DOSAGE: Usual 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Russian Interest in GP 


Dear Sirs: 

While on a recent visit to the U.S.S.R., I was 
besieged with requests for information about the 
American methods of treating common medical dis- 
orders, particularly arteriosclerotic diseases, malig- 
nant hypertension, peptic ulcers, etc. 

Physicians at the City Hospital, Rustavi, Georgia, 
U.S.S.R., many of whom read English, were par- 
ticularly eager when told about the existence of your 
magazine. Since I am a regular subscriber and like- 
wise find it the clearest and most useful delineation 
of such problems, it occurred to me that there might 
be some provision by which such a subscription could 
be sent. 

If so, it should be addressed to: L. D. Kislova, 
Society for Cultural Relations with Foreign Coun- 
tries (for City Hospital, Rustavi, Georgia), Moscow, 
US.S.R. 

MorTON M. GARFIELD, M.D. 
San Francisco, Calif. 


From time to time Academy members have sent gift 
subscriptions abroad. Anyone wishing to participate 
in this international goodwill gesture should contact GP 
and the above address will be used for mailing.— 
PUBLISHER 


Librium® White Paper 
Dear Sirs: 

In his answer to Dr. M. A. Glover’s letter, ““What 
about Librium®?,” Dr. Charles E. Goshen refers to 
Librium as “‘a combination of meprobamate and an 
antihistamine” and he predicts that “combinations 
of drugs having different pharmacologic actions on 
the central nervous system are likely to produce a 
clinical picture resembling toxic delirium.” Thus it 
would seem that Dr. Goshen has confused Librium 
with another drug. 


GP March 1961 


Librium is not a combination of meprobamate and 
an antihistamine but is a single chemical compound 
of an entirely new type. Published pharmacologic 
evidence indicates that Librium has some similarities 
to meprobamaite, although its tranquilizing anticon- 
vulsant and muscle-relaxing properties, as well as its 
effect on aggressiveness and animal behavior, are 
much more marked and its hypnotic effect consider- 
ably less pronounced. But the compound is clearly 
distinguished from the antihistamines by its lack of 
autonomic blocking activity, its almost negligible 
cardiovascular effects, its action on conditioned re- 
flexes and its almost nonexistent antihistaminic 
activity. 

GERHARD ZBINDEN, M.D. 
Director of Biological Research 
Hoffmann-LaRoche Inc. 
Nutley, N. J. 


Dr. Zbinden is correct—methaminodiazepoxide 
(Librium®) is a chemical entity, not a mixture. Its 
pharmacologic action is similar to that of other tran- 
quilizers, including meprobamate. Also in common with 
other tranquilizers, side reactions have been noted, but 
these are usually not severe. — MEDICAL EDITOR 


Bureaucratic Expense 


Dear Sirs: 

A revent publication entitled ‘Current Literature 
on Venereal Disease”’ received from the U.S. Depart- 
ment of Health, Education and Welfare is no more 
than worthless trash to the M.D. and a great expense 
to the taxpayer. 

Publications of this kind account for the increase 
in the HEW budget and bureaucrats. 

Strong protest should be made by the AAGP 
against laymen writing and publishing medical 
matters. 

ARTHUR D. POCHERT, M.D. 


Portland, Ore. 
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Sleepers 


= Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep ; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


« A new electronic device has been invented to 
simulate the sound of falling rain. This is the 
most hypnotic of all sounds—according to 
the manufacturer. 


= ‘‘Sleeping at Church ; or How to Avoid It’’ 

was a matter of comment in The Boston Patriot 

in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive ... sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 
power... .’’ The remedy: ‘‘... use of that 
ENLIVENING and highly approved, Aromatic, 
Fragrant Composition called ‘HEAD-ACHE SNUFF.’ ”’ 


Whenever sleep is the immediate need, preseribe 
Lotusate®. This somnifacient brings sleep in 

from fifteen to thirty minutes—sleep that lasts 
for six to eight hours. Patients awaken refreshed, 
without lethargy. Lotusate looks different in 

size, shape and color. Its slender purple Caplets® 
will be a welcome change to the patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate, intermediate-acting 
barbiturate, available in 
Caplets of 120 mg. (2 grains) 
for insomnia. 

Lotusate (brand of talbuta! [5-allyl- 


5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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Yours Truly 
“Three L’s for Discipline” 
Dear Sirs: 


Please convey to Dr. A. H. Chapman my praise 
and appreciation of his excellent article on “‘Dis- 
ciplining Children” in the November, 1960 GP. 
Excluding Biblical instructions this is the most in- 
structive and informative article on the subject I 
have ever read. 

I have been using this method of handling dis- 
cipline with minor variations in my own home and 
find it refreshing to see it in print. All too often we 
see discipline completely omitted in our modern-day 
homes. Before the child has reasoning power he is 
allowed to do as he desires because any form of 
punishment (especially corporal) might “frustrate 
his personality.” 

ROBERT D. SMITH, M.D. 
Lowell, Ind. 


Uterine Irrigation 
Dear Sirs: 

There have been many instances of postpartum 
bleeding due to retained placental tissue, atony of 
the uterus, polyps, etc., that I believe would respond 
to sterile ice water irrigation of the uterus. This 
procedure is effective for gastric hemorrhage. 

It would be rather simple to set up an irrigating 
container on a standard and insert a sterile plastic 
tube within the uterus with the debris running into 
a bedpan. 

I don’t believe that cold water irrigation is a cure- 
all—accreta placentas will not be helped entirely— 
but it might permit a uterus to be saved. What do 
you think? 

A curet with a hollow core handle and an opening 
at the base of the curet which would permit water 
flushing of the curetted material would, I believe, 
prevent endometrial tissue cells from entering the 
blood stream and causing invasive CA. 

The curetted material would, of course, be strained 
and saved for a pathology report. I also believe that 
using sponges to swab out the uterus might exert 
enough lateral pressure on the walls to force endo- 
metrial cells into the blood stream. 

Instead of purchasing a curet of this type, one 
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could add a sterile plastic tube to the curet handle, 
tie it in place with umbilical tape or rubber bands 
and use warm water as a flushing and cleansing 
agent. Once again, this should be under no especial 
pressure. 

Light gauze packing might be used in the vagina 
to hold the tube in place. 

As hysteroscopic examinations are done to detect 
uterine abnormalities and water is used, I can see no 
possible harm from the procedure I’ve described. 

LEO L. ROSEMAN, M.D. 
Champaign, II. 


Pleasant Circumstances 


Dear Sirs: 

A word of gratitude for your much more than 
“modest” honorarium. 

Once again the circumstances surrounding pub- 
lication make it a great pleasure to write an article 
for GP. 

JEROME T. NOLAN, M.D. 
Exeter, N.H. 


Seeking Student Health Director 


Dear Sirs: 

We are seeking qualified applicants for the Direc- 
tor of Health Services here at San Fernando Valley 
State College. 

This person, under the general direction of the 
Dean of Students, formulates and recommends the 
college medical policies and programs. He is also 
responsible for the selection of medical, nursing and 
clerical staff, prepares annual budget requests, plans 
and arranges medical examinations and treatment 
procedures, conducts physical examinations for stu- 
dents, works for the counseling staff in cases where 
mental health problems exist, supervises the college 
sanitation program and inspects our own campus 
housing and eating facilities. 

We are seeking a physician who is interested in 
the administration and development of a college 
health program. Two years of experience in the prac- 
tice of medicine, exclusive of internship, is required. 

San Fernando Valley State College is a new, 
tapidly expanding institution in the City of Los 
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To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 
inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 


Lotusate, intermediate-acting barbiturate, developed 
by Winthrop Laboratories after thorough research and 
clinical trial, stops insomnia and brings needed sleep — 
without lethargy. It induces sleep in from fifteen to 
thirty minutes — sleep that lasts a natural span of six 
to eight hours. Its different appearance, slender purple 
Caplets®, will be a welcome change to the patient. 


Whenever sleep is needed — for hospital patients, 
elderly patients, travelers, or driving, energetic 
business or professional men, prescribe Lotusate. 


Brings sleep — without lethargy 


Lotusate available in purple Caplets 
of 120 mg. (2 grains) for insomnia. 


Lotusate (brand of talbuta! [5-allyl- 
5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 


LABORATORIES 
New York 18, N. Y. 
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The Preferred* Antacid 


Tasty... 
Minty Fresh... 
Non-Gritty 


For Immediate 
and Prolonged 
Relief in 

Peptic Ulcer 
and 
Hyperacidity 


*Preferred for 
potency 


¢ immediate relief 
(within seconds) 


e lasting effect 
(4 hours or more) 


e milk-like action 
e fresh minty taste 
e non-chalky smoothness 


i e freedom from effect on 
Be? intestinal function 
FPatent No. 2429596, 


TITRALAC® TABLETS G © 


May be chewed, dissolved 
in mouth, or swallowed 
with water. Each white, 
mint-flavored tablet con- 
tains glycine 0.18 Gm. and 
Ca carbonate 0.42 Gm. 
Bottles of 100. 


TITRALAC® LIQUID —~ 


For relief in a teaspoonful 
—not ounces or table- 
spoonfuls. Each 5 ce. tea- 
spoonful of white, mint- 
flavored liquid contains 
glycine 0.30 Gm. and Ca 
carbonate 0.70 Gm. Bottles 
of 8 fluid ounces. 


Northridge, California 
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Yours Truly 


Angeles, 25 miles northwest of downtown Los An- 
geles, with a present enrollment of 6,000 students. 
Additional information may be obtained by writing 
to me. 
JOHN T. PALMER 
Dean of Students 
San Fernando Valley State College 
18111 Nordhoff Street 
Northridge, Calif. 


Finds Time 


Dear Sirs: 

I used to think I didn’t have time to read any 
more journals. Since my subscription to GP started, 
I now take the time to read. 


Tigerton, Wis. 


Conceptual Obfuscation 
Dear Sirs: 

The opinions of Dr. Willard M. Peterson in North- 
west Medicine (Vol. 58, No. 6, p. 786), reprinted on 
page 161 in the June 1960 GP excite my comments 
on what I consider to be an almost perfect example 
of conceptual obfuscation. 

While considering carefully the protective en- 
vironment of the gestational period, Dr. Peterson 
completely overlooks parental protection during 
childhood and adolescence, and the stimuli to mat- 
uration provided by the early environment of the 
individual he discusses. 

If he insists that the end product of medical edu- 
cation be indeed a “paragon,” his concern becomes 
unfortunate and futile. If, as I suspect, his real ob- 
ject is the creation of a self-image, then I cannot 
criticize his desires; but I can argue against the im- 
position of these desires and of individually necessary 
intellectual reparative processes on the mass of stu- 
dents training to be today’s physicians. 

I could not agree more heartily with his desire for 
more exposure to the masters. However, I would like 
him to consider that the masters are few, are widely 
scattered, and that factors of time and space limit 
the number of students who can be exposed to their 
influence. 


L. F. HEISE, M.D. 
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“Take two aspirin and call me tomorrow.” 


I am in thorough agreement with his opinion that 
the training should be better. I am not in agreement 
with his opinion that for training to be better it must 
be longer, nor do I believe that a succession of “‘youth- 
ful monsters” is the inevitable result of a critical 
evaluation and a careful pruning of traditional, 
stereotyped medical training. 

Despite his assertion, I am certain that no one who 
has thoughtfully considered shortening the time now 
required to produce a physician will agree, now or in 
the future, to lessening the quality of the teaching 
involved. 

While I would not deny Dr. Peterson the right to 
his opinions, I will object to the absolute predictions 
that he makes on the basis of thought that I consider 
to be superficial. He would do well to recognize that 
should the training for and the practice of medicine 
fail to meet the expanding opportunities of other 
scientific disciplines, in the not too distant future we 
will have no men “to meet the very difficult days 
ahead.” 

FRED MACD. RICHARDSON, M.D. 
Philadelphia, Pa. 


Temperature on the Defensive 


Dear Sirs: 

One of the most significant signs of infection or dis- 
ease is the elevation of temperature. We have been 
told, as medical students, that the presence of tem- 
perature is nature’s defense against disease and, as 
practicing physicians, no one has told us otherwise. 
Yet, we constantly take steps to reduce temperature 
and treat it as an enemy rather than as an ally. 
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NEW YORK UNIVERSITY 
MEDICAL CENTER 
OFFERS A 


Symposium 
on Pediatric Surgery 
MAY 4-6, 1961 


Be 


TUITION $75 


For further details and applications, 
please communicate with: 


Office of the Associate Dean 
New York University 
Post-Graduate Medical School 
552 First Avenue 

New York 16, New York 


THE PURPOSE of this symposium is to present the latest methods 
and techniques of both diagnosis and surgical management of 
surgical conditions in the newborn and older children. The sym- 
posium has been planned to attract not only the surgeon, but also 
the pediatrician and the general practitioner, all of whom are inter- 
ested in improvement in the care of children. The program is to be 
presented in panel form with authorities in the field of pediatric 
surgery taking part. Each session will provide ample time for ques- 
tions and panel discussions. 

The guest faculty will include: Drs. WILLIAM H. CLATWortuy, 
JR., Ohio State University School of Medicine; JoHN W. Hore and 
C. Everett Koop, University of Pennsylvania School of Medicine; 


WiLtiAM B. KIESEWETTER, University of Pittsburgh School of 
Medicine; LAWRENCE K. PICKETT, State University of New York 
(Syracuse); THOMAS V. SANTULLI, Columbia University College of 
Physicians & Surgeons; ROBERT SMITH, Harvard University School | 
of Medicine; and OrvAR SWENSON, Northwestern University | 
School of Medicine. | 

There will be an exhibit on neo-natal intestinal obstructions as | 
prepared by JOHN W. Hops, M.D. The Symposium is under the | 
direction of DONALD A. Davis, M.D. 


QUICK, EASY PREVENTIVE MAINTENANCE CAN SAVE YOU. 
HUNDREDS OF DOLLARS PER YEAR IN EQUIPMENT LOSS! 


LORVIC 


RUST 


INHIBITOR 
— ALLOWS YOU TO 


VAPOR PHASE 


AUTOCLAVE ANYTHING 
INCLUDING CARBON STEEL 
WITHOUT THE DANGER 
OF RUST! 


be convinced ! 
OFFICE SIZE — 5 OZ. BOTTLE 


($7.00 per bottle in cases of six) 


ORDER FROM YOUR NEAREST DEALER. 
COMPLETE LITERATURE ON REQUEST. 


Prevents oxidation by AT- 
MOSPHERIC CHANGE! Not 
an emulsion or silicone. 
NOT sprayed on instruments. 
SIMPLE, SAFE, EASY TO USE. 
Use proven in a large mid- 
west hospital. Keeps pack- § 
aged instruments rust-free 
up to six months. Try it and 


$4.95 
HOSPITAL SIZE — 10 OZ. BOTTLE ____$7.50 


LORVIC RINSE 


Prevents rust in hot water sterilizers and during 
the rinse cycle. Reduces spotting... speeds dry 
ing time. Efficient in both hard and soft water. 
Economical. Easy-to-follow directions on label. 


18 Ounce Can only $3.50 
Per Can in Cases of Six $3.25 


I 
LORVIC DECALCIFIER h 
Removes scale and rust from 
sterilizers, ond b 
RO DANGEROUS ACID FUMES. 
Harmless to equipment. Easy to fl 
measure dosage. Directions on @ 
label. 
Box of 6 32-Gram Vials $4.50 n 
LORVIC GERMICIDAL CONCENTRATE 8, 
For cold sterilization of surgical instruments. to 
ECONOMICAL — 8 ounce bottle makes 24 QUARTS ! 
Contains benzalkonium chloride—anti-rust tablets 
included. 
8 Ounce Bottle $7.00 : 
@ The LORVIC Corporation 
3 5553 EASTON AVE. e ST. LOUIS 12, MO: G 
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Yours Truly 


As an illustration, mothers and doctors become 
concerned about an elevation of temperature and all 
efforts seem to be directed toward a reduction of 
temperature by the use of antipyretics. We are told 
that temperature is healthy and good but if it goes 
above 103 degrees, then a sponge bath should be used 
to reduce this “‘healthful’’ or “helpful” temperature. 

It is true, we do use elevations of temperature in 
forms of therapy such as injection of typhoid or- 
ganisms on certain occasions, and in artificial fever 
therapy for certain illnesses, but here we are creating 
something which is thought to be helpful rather than 
facing this condition after an illness has produced it. 
Isay “thought to be” healthful, since the beneficial 
part of fever therapy may be the response of the tis- 
sue to the potentially dangerous stimulus of heat. 

It appears to me that temperature is not a normal 
response to illness in the sense that it is helpful, but 
quite the contrary. There is nothing advantageous 
about a temperature. It is uncomfortable, often 
produces chilling as perspiration breaks out and 
evaporates. It is debilitating and, through the loss of 
body salt and minerals, it produces exhaustion. 

EDWIN MATLIN, M.D. 
Mt. Holly Springs, Pa. 


I am sure many of our readers will disagree with the 
above. GP welcomes comment.— MEDICAL EDITOR 


Selling Practice 
Dear Sirs: 

I am trying to sell the general practice of my 
husband who died November 26. 

The practice, comprising 40 per cent surgery, has 
been well established for over 14 years. The first 
floor office which is for lease is located at the edge 
of the business district, and is just six blocks from a 
new 42-bed hospital. 

Harvard, a dairy and industrial area, is 70 miles 
northwest of Chicago, with an area population of 
_ There are only three practicing physicians in 

wn. 

This is a wonderful opportunity for a good doctor. 


MARGUERITE BAGGE SCHUYLER, M.D. 
502 Hart Blvd. 
Harvard, Il. 
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Alpho 


widely prescribed 
Clinically proven/ cosmetically elegant 


“Psoriasis is, today, incurable, but, 
psoriasis can be a very manageable 
disease.”* In a recent study of 214 
chronic psoriatics treated with ALPHOSYL 
“_..every patient manifested 

some favorable response.” 


1. Welsh, A. L.: Report, Conference on the Management 
of Chronic Der U y of C 
College of Meicine, Cincinnati Ohio, 
Available: Alphosy! Lotion in 8 oz. bottles. 


ber 4-5, 1959. 


REED & CARNRICK / Kenilworth, New Jersey 


SEBICAL 


allantoin/hexachlorophene/special coal tar extract 


CREAM AND SHAMPOO 
CLEARS SCALP SEBORRHEAS 
FROM CRADLE CAP TO DANDRUFF 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


MARCH 


15-16: Indiana chapter, annual meeting, Murat Temple, 
Indianapolis. 

*16: Nebraska and Iowa chapters, et al, course in practical 
therapeutics, Sheraton-Fontenelle, Omaha. 

*16-17: Nebraska chapter and the University of Nebraska 
College of Medicine, course in gastroenterology, Uni- 
versity of Nebraska College of Medicine, Omaha. 

16-18: Presbyterian Medical Center, “General Review 
Course for Practicing Physicians,” Presbyterian Med- 
ical Center, San Francisco, Calif. 

17-18: Kansas Division of the American Cancer Society, 
Mid-West Cancer Conference, Wichita, Kan. (11 hrs.) 
20-22: Dallas Southern Clinical Society, Spring Clinical 

Conference, Medical Arts Building, Dallas, Tex. 

*20-24: University of Kansas School of Medicine, medical- 
surgical clinical symposia, University of Kansas Medical 
Center, Kansas City. (80 hrs.) 

*22-24: University of Buffalo School of Medicine, course in 
allergy, University of Buffalo School of Medicine, Buf- 
falo, N.Y. (21 hrs.) 

*24: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, course in physical medicine, Univer- 
sity of Nebraska College of Medicine, Omaha. 

*24: Toledo and Lucas County (Ohio) chapters, course in 
diagnosis and treatment of gynecologic disease in ado- 
lescence, Academy of Medicine, Toledo, Ohio. (1 hr.) 

*27-30: College of General Practice of Canada, scientific 
assembly, Queen Elizabeth Theatre and Hotel Van- 
couver, Vancouver. 

*27-31: Columbia University College of Physicians and 
Surgeons, clinical neurology, Mt. Sinai Hospital, New 
York City. ($0 hrs.) : 

*28-30: Nevada Division of the American Cancer Society, 
third annual cancer seminar, Riverside Hotel, Reno, 
Nev. (19 hrs.) 

*29: Indiana University School of Medicine, cancer sym- 
po-ium, Indianapolis. (7 hrs.) 
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On the Calendar 


*29: Rhode Island Heart Association, cardiovascular sym- 


posium, Sheraton-Biltmore Hotel, Providence, R.I. (4 
hrs.) 


*30: Nebraska chapter and the University of Nebraska 


College of Medicine, course in obstetrics Lincoln. 


*30: Rochester General Hospital, “Recent, Advances in 


Medicine,” Rochester General Hospital, Westside Divi- 
sion, Rochester, N.Y. (5 hrs.) 


APRIL 


*3-7: Columbia University College of Physicians and Sur- 


geons, course in gastroenterology, Mt. Sinai Hospital, 
New York City. (80 hrs.) 


*5-6: University of Buffalo School of Medicine, course on 


arthritis, University of Buffalo School of Medicine, Buf- 
falo, N.Y. (14 hrs.) 


*5-7: University of Mississippi School of Medicine and 


Mississippi Heart Association, cardiovascular seminar, 
University Medical Center, Jackson. (20 hrs.) 

9: Presbyterian Medical Center, course on problems in 
therapy of cardiac disease, Presbyterian Medical Center, 
San Francisco, Calif. (8 hrs.) 


*10: Harris County (Texas) chapter and the University of 


Texas Postgraduate School of Medicine, course in dia- 
betes mellitus, Jesse Jones Library Building, Houston. 
(1 hr.) 


*10-12: University of Kansas School of Medicine, course 


in otorhinolaryngology, University of Kansas Medical 
Center, Kansas City. (17 hrs.) 


*10-15: University of Buffalo School of Medicine, course in 


anesthesia, University of Buffalo School of Medicine, 


Buffalo, N.Y. (39 hrs.) 
CONTINUED ON PAGE 209 


Annual AAGP Meetings 


Annual Scientific Assembly 

Apr. 17-20, 1961: Miami Beach Auditcrium and Conven- 

tion Hall, Miami Beach, Fla. 

Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 

Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 

Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 

Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 

Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Mazoia Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter. It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


MaAzota Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MazoLa Margarine — 
liquid Mazota Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


BEST FOODS : Division of Corn Products Co., NEW YORK 22, N.Y. 


® 
MARGARINE 
scientifically formulated with 
WAZOLA'Corn 


U.S. Pat. No. 2,955,039 


The average daily intake, two ounces or 56.8 Gm. 
(4 tablespoons) of MAZOLA Margarine, supplies 


Linoleic acid 12 Gm. 
Oleic acid 23 Gm. 
Saturated fatty acids 8 Gm. 
Plant sterols (sitosterols) 215 mg. 
Natural tocopherols 30 mg. 
Vitamin A 1870 USP units 
Vitamin D 250 USP units 
Calories 415 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
premium quality margarines, in 1-lb. packages (four 
Ib. sticks). 
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PERSONALITIES in the Medical News 


Luther L. Terry, M.D. 
The Nation’s Health 


AS PREDICTED, the Kennedy Administration named 

a new Surgeon General for the USPHS. 

Tapped for the position was the 50-year-old 

assistant director of the National Heart Institute, 

Dr. Luther Terry. A PHS careerist since 1942, Dr. Terry 
is a graduate of Tulane University School of Medicine, 
took training at Hillman Hospital, Birmingham, Ala., 

and University and City hospitals, Cleveland. 

Teaching assignments at Washington University, St. Louis, 
the University of Texas and Johns Hopkins have occupied 
an appreciable portion of his time, as have special duties 
such as membership on the medical division 

of the Strategic Bombing Survey to Japan 

and the PHS Committee on Civilian Health Requirements. 
At the National Institutes of Health, Dr. Terry 

was chairman of the Clinical Center medical board. 


Wilbur J. Cohen 
... and Welfare 


IN VIEW of the President’s promises on health care 

for the aged, the nomination of Wilbur J. Cohen 

as assistant secretary of Health, Education and Welfare 
for legislative matters comes as no surprise. 

Long an advocate of compulsory health insurance, 

the University of Michigan School of Social Work professor 
headed a special Kennedy task force to study the problem 
of health insurance plans for the aged. 

Primarily a behind-the-scenes man, Cohen’s first 
Washington contact was as research assistant 

to Prof. Edwin E. Witte, executive director of Roosevelt’s 
Committee on Economic Security. He soon moved on 

to the greener pastures of the Social Security Board 

as “‘technical adviser’ to Arthur J. Altmeyer, and served 
there until World War II when he became legislative 
liaison between Altmeyer and Congressional leaders. 
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Emko Backgroun 


Emko is the result of a philanthr 
research program establis 

to seek a contraceptive that w 
prove effective in controlli 

birth rates of over-populated are: 


For that reason, it had to 
effective under the m 
adverse conditions. 
acceptable to women of | 
motivation . . . enti 
different from jellies, 
and other 


Emko Vaginal Foam was deve! 
for use in Puerto Ri 

This most successful experi 

led to the decision 

make Emko available in other 
including the United Sta 


NOW YOU GA 


PUT YOUR PATIENT'S MIN 
AT EASE...WITH EMK 


stocked by local drug s 


THE EMKO COMPA 
7912 MANCHESTER AVENUE - ST.LOUIS 17, MISS0 
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Same Wolf, New Sheep’s Clothing 


MorE THAN ONCE, GP has hinted that the 
AMA’s “General Practitioner of the Year” award 
serves no useful purpose. More often than not, it 
tends to convince people that a general prac- 
titioner, by definition, is a kindly (but virtually 
extinct) old gentleman who has delivered 5,000 
babies on a rickety kitchen table. In a sense, it 
encourages people to regard him as the Stanley 
Steamer of the medical profession. 

After the first editorial, we learned that our 
opinion was secretly shared by many. A chain 
reaction followed. First came a wave of letters 
saying, in effect, “Amen.” A few months later, a 
resolution calling for a reappraisal of the award 
was referred, by the House of Delegates, to the 
AMA Board of Trustees. Now we were getting 
action! 

Last September, the board weighed the resolu- 
tion and came to a conclusion. Henceforth, ruled 
the board, the “‘General Practitioner of the Year” 
award would be known as the “Family Doctor 
of the Year” award. 

We hope no one strained his cerebrum on this 
nothing-type alternative. It simply meant that 
the award could go to an internist (who may 
also, at least in his neograduate days, have de- 
livered a bunch of babies on a rickety kitchen 
table). We don’t know what the board’s inten- 
tions were. If they were to overcome the prob- 
lems outlined here, somebody certainly has 
missed the boat. 

Thus it was as we enplaned for the Washing- 
ton, D.C., interim session. Here we heard a 
second resolution urging that an award go instead 
to the “Doctor Citizen of the Year.” This made 
Sense so we followed the resolution into the 
appropriate reference committee. After hearing 
four Academy members agree that the time had 
come for a change, the reference committee 
heard AMA Board Chairman Julian Price point 
out the award, as it is constituted today, has 
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paid off in “publicity” and should therefore be 
continued. 

That did it. We’ve sat in enough AMA refer- 
ence committee meetings to know the power 
wielded by the chairman of the board. Dr. 
Price added that the AMA public relations staff 
“wants the award continued” but this was ap- 
parent—and secondary to Price’s timely instruc- 
tions. 

As reported by GP in January, the 1960 “Gen- 
eral Practitioner of the Year” award went to Dr. 
James T. Cook, president-elect of the Academy’s 
Florida chapter and a brilliant young man (age 
44) who has been extremely active in community 
and civic affairs. We have already saluted Dr. 
Cook but we still feel that the award should be, 
in order, discontinued or modified. 


Physician and Druggist 


FoR THE FIRST 2,000 years of the apothecary’s 
art, the most reliable drugs were either ineffective 
or poisonous. By 1900, digitalis, ergot, iodine, 
calomel and quinine had been added but their 
total contribution to the general welfare was at 
best peripheral. The modern drug era began with 
Ehrlich’s synthesis of arsphenamine, the isolation 
of insulin by Banting and Best and the develop- 
ment of techniques for the control of pernicious 
anemia, by Minot, Murphy and Whipple. 

The real production breakthrough came with 
the publication of the historic paper of Dr. Ger- 
hard Domagk in 1935 which launched the sulfon- 
amides. The stimulus of World War II was all 
that was needed to firmly entrench a major in- 
dustry. In 1943, the American pharmaceutical in- 
dustry produced 29 pounds of the miraculous new 
powder—penicillin. By July, 1944, one month af- 
ter D day, the American drug companies were 
producing sufficient penicillin to meet the needs 
of the entire Allied military forces. 

Since that time, the growth of the industry has 
been phenomenal. In 1960, it is estimated that 
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Editorials 


$200 million will be spent in a search for new 
drugs, comprising about 9 per cent of sales. The 
amount spent in advertising and sales promotion 
will be at least double that. With the benefits and 
excesses of the pharmaceutical industry before us 
as a daily experience, it might be well for our per- 
spective to recall the following commentary: 
“There has been much complaint of late years of 
growth, both in the world of trade and in that of 
intellect, of quackery, and especially of puffing: 
but nobody seems to have remarked that these 
are the inevitable fruits of immense competition; 
of a state of society, where any voice, not pitched 
in an exaggerated key, is lost in the hubbub. 
Success, in so crowded a field, depends, not upon 
what a person is, but upon what he seems: mere 
marketable qualities become the object instead of 
substantial ones, and a man’s labour and capital 
are expended less in doing anything than in per- 
suading other people that he has done it.” 

John Stuart Mill wrote that almost 100 years 


ago. Things haven’t changed much since. 


Blue Plans and All Those “Others” 


WE’ VE JUST PERUSED an interim report on health 
insurance coverage. Entitled Health Statistics, the 
report is billed as a preliminary study prepared 
by the Department of Health, Education and 
Welfare. 

Like most government agency reports, this 
one requires the reader to seek the services of a 
trained statistician to interpret, in a reasonably 
meaningful manner, pages and pages of charts, 
tables, graphs, etc. It takes considerable digging 
to determine how many people had what kind 
of health insurance during the last six months of 
1959. And, realizing that more up-to-date figures 
are available, how deep do you want to dig? 

Not many people will take the time required to 
study the report. Those who do (and remain ob- 
jective) will conclude that the “Blue Plans” are 
in trouble. The words aren’t visible but, look be- 
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tween the lines. This will not come as news to 
many but the report confirms a lingering sus- 
picion. 

In our travels (and they’re extensive), we find - 
that most people believe that most other people 
have Blue Cross-Blue Shield coverage. This mis- 
conception comes as no surprise because we also 
find that most people know very little about 
health insurance plans— including their own. But 
the truth of the matter is that only 46 per cent of 
the people have Blue Plan coverage—and 52 per 
cent are covered by some other insuring organiza- 
tion. Only 39 per cent of the people put all their 
health care eggs in the Blue Plan basket. (The 
other 7 per cent also have non-Blue Plan policies.) 

There is, we believe, a time for fighting to pre- 
serve a more or less established institution. But 
there should be equal time allotted to reviewing 
an objective. We aren’t sure this has been done. 
Instead, we suspect that many Blue Cross-Blue 
Shield leaders tend to say, ‘““We’re the best, the 
nation needs us—so rally ’round the f.ag.”’ Their 
sentiments may not be expressed this succinctly 
but “insiders” seldom hint that a reappraisal 
of objectives is in order. 

We view, with some remorse, the running ven- 
detta between the Blue Plans and the so-called 
“commercial” health insurance companies. Actu- 
ally, most of the commercial firms simply want to 
live and let live—despite being sniped at con- 
stantly. 

It may be, as we’ve implied, a question relating 
to objectives—or philosophies. We only know 
that the pot is boiling and that too few people are 
interested. Even the doctors don’t seem too con- 
cerned about what has often been called the 
“doctors’ health insurance plan.” (We submit 
that this is a misnomer and will remain so for as 
long as so few know so little about so much.) 

On every hand, we see the federal government 
seeking to inject itself into hitherto private do- 
mains. Its efforts can only be aided and abetted 
by rifts within the ranks. 
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From the 
Medical Editor’s Desk 


Counterfeiting of Drugs 


DURING THE PAST few years there has been a con- 
siderable increase in drug substitutions as well 
as actual faking of drugs. Not very long ago, a 
raid on an illicit manufacturer in New Jersey dis- 
closed the presence of crude, dirty mixing vats 
with absolutely no product control. Yet material 
from this so-called drug firm was distributed and 
sold widely as bona fide USP standard items. 
Counterfeiting of drugs is now more widespread 
than counterfeiting of our currency. This is pos- 
sible because the enforcement agency of the 
federal government, the Food and Drug Ad- 
ministration, has a woefully inadequate budget 
and cannot, with its present force of inspectors, 
properly enforce the law. Ethical manufacturers 
have been forced to make their own investiga- 
tions and prosecute firms caught counterfeiting. 
Amphetamine is not only produced by the illicit 
manufacturers, but the special tablet form and 
color of the manufacturer, whose product is USP 
standard, is copied. This is also true of pento- 
barbital to such an extent that the manufacturers 
producing this drug under the tradename of 
Nembutal® have been forced to make their cap- 
sules in a special way so that counterfeiting can 
be detected. Recently the Better Business Bureau 
issued a bulletin warning that a certain drug 
company advertising vitamins over radio and 
television sold, at bargain prices, many items 
that were actually substandard. 

There are many small fly-by-night manu- 
facturers of drugs operating only intrastate, thus 
avoiding any contact with the Food and Drug 
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Administration. This is particularly the case 
where state laws are inadequate or the enforce- 
ment is lax. These marginal operators use no 
product control and no testing of products for 
quality after manufacture, so that much of their 
output is apt to be of poor quality and occasion- 
ally downright dangerous for human use. This is 
particularly true of steroids. 

It must be remembered that product control 
and testing as performed by the well-known 
ethical manufacturer is time consuming and ex- 
pensive. The manufacturer with a good reputa- 
tion cannot afford to take a chance. Thus, in 
addition to the fact that standards on USP and 
NF drugs are presumably enforced by federal 
and state agencies, one must be sure of the manu- 
facturer. 

There is one additional fact that must be borne 
in mind, particularly in regard to tablets. The 
question of solubility of the tablet, the binder 
used and the coating on the tablet are all up to 
the manufacturer. Yet how the tablet is made 
may be the most important factor which deter- 
mines how well the drug may be absorbed and 
thereby produce its therapeutic effect. 

The ethical manufacturer takes considerable 
care in the preparation of tablets. That is why, 
for instance, one pharmaceutical manufacturer 
has been so successful in making a good ferrous 
sulfate tablet, where others have failed even 
though they have produced tablets of ferrous 
sulfate with exactly the same amount and quality 
of ferrous sulfate in them. 

Hospital purchasing departments recognize the 
importance of keeping a list of manufacturers 
that are allowed to bid on drugs, and any new 
one added to the list must be scrutinized care- 
fully. Doctors and pharmacists, for the protec- 
tion of patients, must be equally careful. Do not 
buy drugs from unknown manufacturers and be 
careful in prescribing so that drugs of the finest 
quality are made available to the patient. 

ARTHUR C. DEGRAFF, M.D. 
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F. A. ARCARI, M.B., CH.B. 


AND GERALD S. WILSON, M.p. 


Department of Surgery 
Wayne State University College of Medicine 
Detroit, Michigan 


AS PHYSICIANS, we are frequently confronted with 
the failures that proclaim the fallibility of our 
judgment in clinical diagnosis. Fortunately for 
our patients, experience has indicated some of 
those areas where we are likely to err in relying 
on clinical diagnosis alone, and we therefore elect 
to utilize the more precise disciplines at our dis- 
posal, weighing the potential benefits of accurate 
diagnosis against the known risks involved in 
achieving that diagnosis. 

The problems and hazards inherent in at- 
tempting to prognosticate the probable course of 
a breast mass without benefit of gross and micro- 
scopic scrutiny are well known. Haagenson writes 
“the price of skill in the diagnosis of breast 
carcinoma is a kind of eternal vigilance based 
upon an awareness that any indication of disease 
in the breast may be due to carcinoma.”’ As a 
result, the dictum “all discrete breast masses 
should be biopsied” has come almost to be a 
part of the common law of medical practice. 
However, we are aware that often little more than 
lip service is paid to this dictum and that a few 
physicians continue to rely on their clinical diag- 
nostic skill, confident in their ability to make a 
clinical differentiation between benign and malig- 
nant mastopathy. It seemed reasonable to us 
that the large number of patients subjected to 
clinical examination at a city cancer detection 
center might prove a fruitful source of material 
sufficient to provide us with some definition of 
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Breast Masses: Accuracy of Clinical Diagnosis 


the limits of accuracy of clinical diagnosis in the 
evaluation of breast masses. 


Authors’ Investigation 


This investigation is based upon 966 female 
patients diagnosed as having breast masses from 
a total of over 17,000 females examined at the 
Yates Memorial Clinic, a cancer detection center 
in Detroit, from 1950 through 1954. Patients 
ostensibly free of overt malignant disease are 
examined at the clinic by physicians on the staff 
of Wayne State University College of Medicine. 
The findings are reported to the patient’s private 
physician. An attempt is made to follow those 
patients clinically detected as harboring possible 
malignant disease by writing to the private 
physician concerned three months after the 
patient’s visit to the clinic, requesting any addi- 
tional information available to him concerning 
the pathologic nature or the course of the disease. 

To verify the accuracy of clinical diagnosis, the 
follow-up was aimed at obtaining the patholo- 
gist’s report in those cases undergoing surgery. If 
surgery was not performed, we ascertained the 
patient’s present status by contacting the attend- 
ing physician or the patient. We could, in this 
manner, compare the initial clinical diagnosis 
with the definitive pathologic diagnosis, or in the 
absence of a pathologic diagnosis, with a diag- 
nosis of “free from obvious malignant disease” 
from four to eight years after the establishment 
of the clinical diagnosis. 

For the purposes of this study it has been 
assumed that if these nonoperative patients are 
alive and well without evidence of progression of 
the local disease four to eight years after clinical 
examination, then it is unlikely that malignant 
disease was present at the first examination and 
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that the examiner’s clinical impression of benign 
disease was correct. 

Of the 17,111 females examined at the Yates 
Memorial Clinic in the five-year period ending 
December, 1954, 966 were diagnosed clinically as 
harboring breast masses (Table 1). Of these 966 
patients, 804 had a definitive pathologic diag- 
nosis established or were followed from a period 
of four to eight years—an 83.2 per cent successful 
follow-up. 

Seventy-six or 9.5 per cent of those patients 
followed were identified as suffering from malig- 
nant disease of the breast. Of these 804 patients, 
398 or 49.5 per cent were diagnosed clinically as 
harboring discrete breast masses and 406 or 50.5 
per cent as having multiple nodules in this study 
designated as fibrocystic disease of the breast 
(Table 2). 


Discrete Breast Masses 
The group identified as possessing discrete 


t masses was divided into three clinical 
categories. 


GP March 1961 


DEFINITE CANCER OF BREAST 


Patients diagnosed clinically as having definite 
cancer of the breast are included in the first group 
(Table 3). There were 49 such patients—eight 
were lost to follow-up—but 41 patients were fol- 
lowed successfully. Of these 41 patients, 13 or 
31.7 per cent proved to have benign disease; four 
by the fact that they are alive and well at least 
four years after the initial diagnosis and nine by 
pathologic examination. Twenty-eight patients 
or 68.3 per cent proved to harbor malignant 
disease. 

PROBABLE CARCINOMA OF BREAST 


The second subdivision of the discrete group 
includes lesions diagnosed clinically as probable 
carcinoma of the breast (Table 4). There are 22 
patients in this group—three lost and 19 success- 
fully followed. Eight cases followed proved to 
have benign disease—five by clinical follow-up 
and three by pathologic examination. In 11 
instances the mass proved to be malignant. The 
margin of error in these two groups, clinical 
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TABLE 4, 


Breast Masses: Discrete Masses II— 
Accuracy Clinical Diagnosis 
of Clinical Diagnosis Probable CA 
22 PATIENTS 
SUCCESSFUL FOLLOW-UP—19 
Number Per Cent 
1. Benign 8 42.1 
No surgery—5 
Surgery—3 
2. Malignant 11 57.9 
TABLE 1. 
Breast Masses 
TOTAL FEMALES EXAMINED—17,111 TABLE 5. 
Discrete Masses III— 
Number Per Cent Clinical Di ‘ Benign 
Females with breast masses 966 5.6 sn masini 
Successful follow-up 804 83.2 
Proven carcinoma 76 9.5 


Number Per Cent 


1. Benign 310 91.7 
No surgery—155 
Surgery—155 
TABLE 2. 2. Malignant 28 8.3 
Breast Masses 
PATIENTS FOLLOWED—804 
Number Per Cent . 6. 
1. Discrete masses 398 49.5 ° 
2. Fibrocystic disease 406 50.5 Discrete Masses 
Clinically Benign 
Under 35 Years 
35 Years and over 
3 Number of patients 125 213 
wes Number malignant 0 28 
Discrete Masses I— Per cent malignant 0 15.1 
Clinical Diagnosis Definite CA 
49 PATIENTS 
SUCCESSFUL FOLLOW-UP—41 
Number Per Cent 
TABLE 7. 
1. Benign 13 31.7 
No surgery—4 Clinical Diagnosis 
Surgery—9 Fibrocystic Disease 
2. Malignant 28 68.3 499 PATIENTS 


SUCCESSFUL FOLLOW-UP—406 


Number Per Cent 


1. Benign 397 97.8 
No surgery—304 
Surgery—93 


2. Malignant 9 2.2 


4 
84 
= 


carcinoma and probable carcinoma of the breast, 
is 31.7 per cent and 42.1 per cent, respectively, in 
favor of benign disease. These figures confirm the 
wisdom of obtaining a biopsy before proceeding 
with radical mastectomy in the treatment of 
clinically malignant or probably malignant dis- 
ease of the breast. 


BENIGN BREAST MASSES 


The third and last subdivision in this group 
includes patients designated clinically as harbor- 
ing benign discrete breast masses (Table 5). Of a 
total of 406 patients in this group, 68 were lost to 
_ follow-up—338 patients were followed success- 
fully. Of these 338 patients who were studied, 310 
or 91.7 per cent proved to have benign disease— 
155 by clinical follow-up and 155 by pathologic 
examination. 

The other 28 of these 338 patients proved to 
have malignant disease—an incidence of 8.3 per 
cent malignancy in those patients with clinically 
benign breast masses. The percentage error is al- 
most doubled, if we consider only patients over 
35 years of age, since all the malignant lesions 
found in patients with clinically benign discrete 
breast masses were in patients over 35 years of 
age (Table 6), that is 27 out of 213 patients or an 
incidence of malignancy of 15.1 per cent. This, 
we think, is far too high a margin of error indicat- 
ing the fallibility of clinical judgment in the inter- 
pretation of benign discrete breast masses, and 
confirms the need for biopsy of all discrete breast 
Masses. 


The Author 
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FIGURE 1, 


INCIDENCE OF MALIGNANCY 
IN CLINICALLY BENIGN DISCRETE 
BREAST MASSES IN PATIENTS 
OVER 35 YEARS OF AGE JS 
15.1 PER CENT. 


Fibrocystic Disease 

In the broad group classified as fibrocystic dis- 
ease of the breast there were 489 patients (Table 
7) with 83 lost to follow-up; 406 were successfully 
followed patients. Of these, 397 were identified as 
harboring benign disease of the breast—304 hav- 
ing no surgery and 93 having a biopsy of the 
lesion. Of the 406 patients followed with a clinical 
diagnosis of fibrocystic disease of the breast, nine 
or 2.2 per cent proved to be harboring malignant 
disease. To separate the patients with benign 
nodularity of the breast from the 2.2 per cent 
who also are afflicted with carcinoma remains as 
one of the truly difficult tasks for the conscien- 
tious physician in evaluating disease of the fe- 
male breast. 

It is interesting to note that the clinical diag- 
nosis of definite or probable carcinoma of the 
breast, as reported by the Yates Memorial Clinic 
to the patient’s attending physician, was almost 
always followed by surgery within a period of one 
month. Despite the fact that it is the policy of the 
clinic to report to the patient’s physician all clin- 
ically benign discrete breast masses as ‘‘possible 
malignant lesions” and worthy of biopsy, less 
than 60 per cent of those followed were biopsied 
and then, often as late as 12 months after the 
clinical diagnosis had been made, or when they 
had presumably developed clinical characteris- 
tics of malignant disease of the breast. 


FEDERICO A. ARCARI, M.B., CH.B. was graduated from the Glasgow 
(Scotland) University Medical School, came to the United States and took 
an internship at Mercer Hospital, Trenton, N.J., and a residency at Grace 
Hospital, Detroit, Mich. While taking an American Cancer Society fellow- 
ship in 1958-1959, Dr. Arcari was also an instructor in surgery, Wayne State 
University College of Medicine, Detroit. He is currently assistant professor 
of surgery at the university. Dr. Arcari, who also was a fellow in pediatric 
surgery at the Louisville (Ky.) Children’s Hospital, is certified by the 
American Board of Surgery. 
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An analysis of the effect on the skin 

of many shaving methods, with safety razors 
both single- and double-edged, 

and electric shavers is given. 

It is concluded that electric shavers 

have many advantages 

in the management and prevention 

of common dermatologic problems. 


THE INCREASED NUMBER of adolescents seeking 
treatment from us for various skin disorders (par- 
ticularly acne vulgaris), aggravated by the daily 
trauma of unaccustomed shaving, and a paucity 
of literature on lesions of the skin as related to 
hair-removing techniques prompted us to under- 
take the year-long study reported here. Beyond 
an occasional aversion to the benefits of an elec- 
tric shaver to patients with lesions such as acne or 
ingrown hairs, little has been published on the 
subject. Clement in 1938 did claim it was virtually 
impossible to inflict trauma with anelectricshaver, 
but he only commented on the value of dry shav- 
ing while treating diseases of the skin. 

We have sought to determine the demonstrable 
relationships of modern shaving devices to com- 
mon dermatologic lesions. 
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Modern 

Shaving Techniques 
in Relation to 
Lesions of the Skin 


EDMUND F. FINNERTY, JrR., M.D. 


Tufts University School of Medicine 
Boston, Massachusetts 


WILLIAM R. HILL, JR., M.p. 


Harvard University Medical School 
Boston, Massachusetts 


SALVATORE J. MESSINA, M.D. 


Boston University School of Medicine 
Boston, Massachusetts 


Materials and Methods 


The study, begun in June, 1958, was performed 
on 249 men and 120 women from our private 
practices, selected to be as representative as possi- 
ble of users of shaving devices. Of the men, 136 
worked indoors and 113 outdoors. They ranged in 
age from 13 to 81 years. Most of them (128) had 
a normally oily skin, but in 72 it was dry and in 
49, oily; 159 had nonsensitive skins. Racial skin 
colors were represented by 232 whites, eight Ne- 
groes, four dark-skinned Puerto Ricans and five 
Oriental subjects. Their beards ranged in texture 
from light (38) through medium (130) to heavy 
(69) and included all colors. 

All the men had started shaving at 13 to 15 
years of age, and 156 had been shaving over 15 
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years. About one in 35 shaved three times a day; 
about one in 16, twice a day. Prior to the study, 60 
used electric shavers; all used various soaps, 
creams and lotions. 

The women were primarily housewives, office 
workers, technicians and nurses, 12 to 60 years of 
age. Skin colors and oiliness, hair textures and 
colors were representative of the general popula- 
tion. Fifty women had been removing hair for 
periods of one to five years, and 70 from five to 
ten years or more; 86 on a once-a-week schedule 
and the remainder, every ten days to two weeks. 
Hair-removal devices used on axillas and legs, re- 
spectively, included single-edge and double-edge 
blades (100 and 84), depilatories (six and 22) and 
electric shavers (14 on both areas). 

Case records were maintained throughout the 
study. Customary hair-removing practices were 
continued for an initial period of observation. One 
of us saw each patient no less than once every 
two weeks; those patients with skin diseases were 
seen at least once a week. 

For convenience, 240 of the men were assigned 
to one of six groups of 40 subjects so that each 
man could successively test the performance of 
one type of blade against that of one model 
electric shaver. One side of the face was shaved 
with one device, the alternate side with another 
for lengths of time judged by us essential for sig- 
nificant results. After each half-face test, a two- 
week period of customary shaving practices inter- 
vened before testing was resumed. Thus, each 
person was his own control. For women, one-axilla 
and one-leg tests were used similarly. 

Microscopic studies were made of the collected 
residues from shaving. They were washed through 
filters to remove soap; residual hair and cells were 
collected, 70 per cent ethyl alcohol added and 
the fluid centrifuged at 2,000 rpm for 30 min- 
utes. Residues from electric shavers were treated 
in the same manner except for filtering (Figure 1). 

Shaving devices used in the study included two 
Popular brands of single-edge and double-edge 
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safety razors, and all nationally known brands 
and models of electric shavers. 


Effects of Shaving Devices 
and Techniques on the Skin 


All modern shaving instruments attempt to pre- 
vent injuries to the skin. Removal of the dead, 
horny stratum corneum is nontraumatic. Pen- 
etration beneath it inevitably results in irrita- 
tion and invites bacterial invasion with loss of 
integrity of the epidermal envelope, whose total 
thickness seldom exceeds 0.2 mm. Moreover, the 
microscopic surface of the normal bearded human 


FIGURE 1. Shaving residue following centrifuging. Vial at left 
shows wide layer of epithelial debris resulting from blade 
shaving. Vial at right shows thin layer associated with electric 
shaving. 
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Modern 
Shaving Techniques 
in Relation to 

Lesions of the Skin 


encourages coarse, stubbly, profuse regrowth of 
hair. We observed as objectively as possible and 
could determine no difference in hair quality, rate 
or profusion of subsequent regrowth whether 
depilatories or any other modality was used. 


Effects of Shaving 
on Diseases of the Skin 
ACNE 


The common lesions on the face and neck 
aggravated by shaving are shown in Table 3. 
All 35 acne patients were usually severely cut by 
blade shaving as the tops of lesions were sliced 
off. Adjustable roller combs set to skim over the 
comedones, papules, pustules and cysts are espe- 
cially beneficial and introduce the probability of 
less scarring when employed. The lesions healed 
more rapidly when allowed to desiccate without 


TABLE 4. 

Diseases of the Bearded Skin Improved 

by Shaving Devices 

Skin Total Electric Shaverst 

Diseases Cases A-1 A-@ BOC-1C-2 D E-1 E-2 E-3 
Acne 35 385 29 17 10 21 22 10 0 20 


Ingrown Hairs 82 26 17 9 


6 9 12 18 


Nevi 49 

Contact 

Folliculitis and 

Sycosis 221 8 8 4 


Blade shaving caused no improvement. 

tNumbered letters indicate two or more models of same manufacturer. 
A-1, triple head with adjustable roller comb; A-2, triple head with 
roller comb; B, curved strainer-type head; C-1, dual head; C-2, dual 
head with triple speed; D, dual-head rotary blade; E-1, curved strainer- 
type head; E-2, multiple head with roller; E-3, multiple head with 
movable roller. 
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irritation under topical treatment, with systemic 
therapy if indicated. Two severe cases of follicu- 
litis concomitant with the use of the rotary head 


shaver were seen. Both cleared with the addition © 


of topical therapy. Other cases of folliculitis and 
sycosis barbae responded more rapidly when 
electric shaving methods were employed. 


PIGMENTED FACIAL NEVI 


Pigmented facial nevi are common in both 
sexes. When they are subjected to chronic irrita- 
tion, they are removed to prevent the possible 
development of melanoma. Such irritation often 
occurs on the face from repeated nickings; it was 
10 times more frequent when blade shaving was 
practiced than with use of electric shavers. 
The possibility of skin cancer resulting from a 
single trauma, such as a cut, bruise or burn, 
has been discussed in medical literature. In this 
study we observed two instances of malignancy 
which apparently followed asingle trauma (Case 4). 


INGROWN HAIRS 

Ingrown hairs, or various stages of the con- 
dition, may result from the angular cutting of the 
hair below the normal skin-surface level. Their 
formation may be promoted by shaving against 
the grain or by drawing the skin excessively taut. 
The tension flattens the follicular pit, whose ori- 
fice normally protrudes very slightly above the 
surrounding skin area, and thus elevates the hair 
somewhat. When skin traction is released, the 
follicular crater resumes its normal protrusion, 
and the hair retracts below the surface. The 
sharpened end of the angularly blade-cut hair 
may then penetrate into adjacent skin and cause 
a foreign body reaction (granuloma) or permit 
bacterial invasion and formation of a 
pustule. 


DERMATITIS AND ECZEMA 


Patients with contact dermatitis and atopic 
eczema, usually characterized by subacute oF 
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acute inflammation, experienced distinct decrease 
in skin irritation from electric shaving (Table 4). 

The multiple-head type of shavers, especially 
those with adjustable roller combs, were the most 
beneficial to all patients with acne, bacterial in- 
fections, ingrown hairs and simple erythemas; the 
rotary type also benefited patients with simple 
erythemas. 


CHAPPING 

Fair-skinned persons easily irritated by soaps, 
wind and sun, and anyone with a tendency to dry 
skin will show an identical tendency to chapping 
following facial washings or use of shaving soap. 
During the cooler seasons, the skin becomes drier 
as sebaceous glands then secrete less protective 
fats and oils, increasing the likelihood of chap- 
ping. In our series, patients subject to chapping 
tolerated use of electric shaving appliances with 
adjustable roller combs much better than any 
other instrument. 


Case Reports 


CASE 1. A 17-year-old boy with a history of 
severe acne for more than four years was seen. 
Examination indicated that the facial condition 
was aggravated by daily blade shaving. He was 
placed on a diet, systemic and topical therapy, 
and put on the half-face test, continuing blade 
shaving on one side as a control, and using an 
electric shaver with an adjustable roller comb on 
the other. Within one month, the side of the face 
shaved by an electric shaver showed marked im- 
provement, double that of the blade-shaved side, 
Which remained irritated. Within one week of 
shaving entirely with the electric shaver, the 
Prior control area showed much improvement; 
within four weeks, improvement on the control 
side matched that on which the electric razor had 

used from the beginning of the test. The 
acne cleared completely in four months. 

CASE 2. A 28-year-old student had atopic ecze- 
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FIGURE 2. Carcinoma of the left ear following single razor cut 
by barber. 


ma of several years’ duration. He was advised to 
continue using a blade and shaving cream on the 
left side of his face, but on the right side to use 
an electric shaver and a detergent with cold water 
to finish off. Within 12 days improvement was 
noted on the right side but not on the left. The 
crossover technique was employed. Two weeks 
later, examination showed the left side much im- 
proved but the right side relapsed. At that point 
the patient began using an electric shaver with 
adjustable roller comb device exclusively and re- 
frained from using soaps or shaving cream. After 
two weeks his face was again much improved 
and all nicks had cleared. 

CASE 3. A woman, aged 24, with severe contact 
dermatitis of the axillas which developed follow- 
ing blade shaving and application of deodorants 
sought treatment. With discontinuance of axil- 
lary shaving and deodorants, the dermatitis, 
treated topically, cleared within two weeks. 
Thereafter the patient used an electric shaver, 
and there was no further evidence of irritation. 
Deodorants were then permitted, without recur- 
rence of the dermatitis. 

CASE 4. A 64-year-old man was referred to us 
because of a rapidly ingrowing lesion at the top 
of his left ear. He stated that at the barber’s two 
months before he had received a single cut at the 
exact site of the lesion. The cut failed to heal but 
was covered with a crust that persisted. When 
he was first seen the lesion was 5 mm. wide and 
4 mm. deep, with an acutely erythematous base. 
It was totally excised. The pathology report on 
the specimen was epidermoid carcinoma. There 
has been no sign of recurrence (Figure 2). 


q 
re. 
q 
i 


Modern 
Shaving Techniques 


in Relation to 

Lesions of the Skin 
TABLE 1. 
Average Number per Day of Traumatic Effects 
of Shaving Devices on Bearded Skin 
(Based on 40 users of each shaving device.) 
Traumatic Blades Electric Shaverst 
Effects F G AltA? BC-1C2 D E-i E-2 E-8 
Burning 22 24 3612210 8 76 9 7 
Rash 18 19 8 
Cuts 34 35 a 


F, single edge; G, double edge. 

tNumbered letters indicate two or more models of same manufacturer. 
A-1, triple head with adjustable roller comb; A-2, triple head with 
roller comb; B, curved strainer-type head; C-1, dual head; C 2, dual 
head with triple speed; D, dual-head rotary blade; E-1, curved strainer- 
type head; E-2, multiple head with roller; E-3, multiple head with 
movable roller. 


{Severe on the neck. 


TABLE 2. 

Average Number of Traumatic Effects 

on Skin of Women per Hair Removal 
(Based on 120 users of each shaving device.) 


Depil- 

Traumatic Blades* atories Electric Shaverst 
Burning 

Legs 82 80 72 6 24 36 24 48 
Azillas 98 88 : 6 62 42 18 31 
Rash 

Legs 58 62 101 0 18 18 O 54 
Azillas 52 60 t 8 82 18 8 46 
Nicks 

Legs 120 114 0 024 8 0 8 
Avzillas 108 102 t 
Cuts 

Legs 62 58 0 
Azillas 56 59 t 


*1, single-edge blade; 2, double-edge blade. 

+4, dual head with guard combs; 5, two single-edge units; 6, two 
single-edge units; 7, dual rotary blade; 8, single rotary blade. 
tAzillas too sensitive for depilatory use. 


skin is a nubbled plain with valleys, protrusions, 
follicular pits and minute excoriations of previous 
external assaults. 


Safety razors have a guard which flattens the 


skin before the advancing blade. Modern electric 
shavers have a cutter bar protected by an outer 
shell. Other refinements, such as the (adjustable) 
roller comb device that makes the initial contact 
with the skin, significantly lessen skin friction 
from the cutting head and help position the beard 
hairs for decapitation. 

During the first few days of observation, some 
patients shifting from blade to electric shaving 
complained of some skin irritation, usually on the 
neck. Magnification showed that microscopic 
nicks due to pinching had barely penetrated the 
cornified layer without bleeding. The irritation 
disappeared as each man became proficient in 
using the electric shaver and as his skin adjusted 
comfortably to the more perpendicular growth of 
hairs severed by it. A very minor percentage of 
men could not tolerate blade shaving because of 
skin irritation, and about the same percentage of 
patients could not shave at all with electric shav- 
ers for the same reason. Nicks occurred most fre- 
quently over the larynx; rashes, usually due toa 
combination of friction and sweating, occurred 
most often on the neck. (“Burning”’ is a conse- 
quence of friction with considerable pressure or 
the result of stretching the skin unusually taut.) 

In all observed respects, electric shavers were 
notably less traumatic to the skin than safety 
razors (Table 1). While blade shaving nicked and 
cut most men, electric shavers inflicted no cuts 
and few nicks. Blade razors also caused more than 
seven times as many complaints of after-shave 
burning as the most effective electric shaver. 
Rashes were totally avoided only when electric 
shavers with adjustable roller combs were em- 
ployed. By comparing results from centrifuged 
shavings, wefound that bladesremoved an average 
of four to 15 times as many cells as electric 
shavers, even when the dermal layer was not cut. 
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Among women, no frank cuts of leg or axillary 
skin were produced by electric shavers (Table 2), 
but blade nicks on legs were over four times more 
numerous, and on axillas about nine times more 
numerous than those from even the least effective 
electric shaver. The general prevalence of burning 
from most shaving devices was negligible when 
one electric model was used, and two models pro- 
duced few cases of irritation. Effectiveness of 
depilatories on legs was rated good, but the ma- 
jority of women complained of ensuing burning 
and rashes. 


Closeness of Shave 


Most men desire a shave as close as is con- 
sistent with skin comfort, one that “lasts,” but 
“closeness of shave”’ often carries clinical implica- 
tions. Judging from results of the crossover shav- 
ing technique employed in the half-face tests and 
from photographs taken four hours after shaving, 
the difference in length of beard was almost negli- 
gible between blade and elec- 
trie shaving, provided the 


and a mechanical cut virtually at right angles to 
the axis of the hair. This blunt cut accounts for 
the “‘shadow effect’’ noted particularly by heavy- 
bearded subjects. A razor blade tends to slice 
some of the hair shafts longitudinally at a flat- 
tened angle leaving a somewhat feathered tip. 
The blade-shaved beard stroked by the fingers 
with the grain has a silky, smooth, “‘close’’ feel; 
movement against the grain gives an obviously 
different feeling. Electric shaving develops the 
more perpendicular growth that is essentially 
grainless. 

In a high percentage of women in this study, 
blades (while effecting the closest shave) inflicted 
multiple axillary nicking with consequent irrita- 
tion and trauma. Electric shavers, on the whole, 
produced close and completely satisfactory axil- 
lary shaving, though numbers 7 and 8 (Table 2) 
were rated only “fair’’ to “good.” 

A great many women, especially teen-agers, 
apparently hesitate to use any shaving devices 
regularly or frequently because they fear such use 


electric shaver had been used 
long enough, but blade shav- 
ing resulted in trauma. The 
user requires a learning period 
of several days to manipulate 


TABLE 3. 


Diseases of the Bearded Skin Aggravated by Shaving Devices 


an electric shaver efficiently; Skin 

to gain maximum proficiency Diseases 
requires two to four weeks. Acne 

Two to four weeks is also re- Atopic Eczema 
for the skin to become Hairs 
conditioned to the electric etn 

shaver and for the beard —e 
growth pattern to respond to Folliculitis 

the dry-shave technique. and Sycosis 


Total Blades Electric Shaverst 

Cases A-1 A-2 BC-1C-2 D E-1 E-2 E-3 
24 18 19 0 0 


Studies of hair cuttings 
showed that proficiency in and 
constant use of dry shaving 
Produces a straighter, more 
Perpendicular growth of beard 
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F, single edge; G, double edge. 
{tNumbered letters indicate two or more models of same manufacturer. A-1, triple head with 
adjustable roller comb; A-2, triple head with roller comb; B, curved strainer-type head; 
C-1, dual head; C-2, dual head with triple speed; D, dual-head rotary blade; E-1, curved 
strainer-type head; E-2, multiple head with roller; E-8, multiple head with movable roller. 
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Modern 

Shaving Techniques 
in Relation to 
Lesions of the Skin 


CASE 5. A 49-year-old male physician on a post- 
coronary thrombosis regimen of anticoagulants 
found shaving a hazardous procedure because he 
was prone to nick the skin with his blade razor. 
Control of bleeding was awkward and prolonged. 
Nicking to cause bleeding was eliminated by sub- 
stitution of an electric shaver. 


Di 
ADVANTAGES OF ELECTRIC SHAVERS 

Electric shavers have many advantages in the 
management and prevention of common derma- 
tologic problems; continuing technologic im- 
provements of these devices over their prototypes 
of past years is worthy of the physician’s atten- 
tion. Since electric shaving requires neither soap- 
ing nor lathering, it can be confidently recom- 
mended when soaps are contraindicated. It was 
readily observed that this technique exposes the 
skin to less insult and renders it less susceptible 
to chapping. 

The transition from safety razors to electric 
shavers was in no way traumatic. We believe that 
the different “feel’’ of an electric shave—some- 
times mistakenly equated with closeness of shave 
—is the consequence of cutting hair squarely 
across the axis rather than at a variably acute 
angle with the axis, tending to leave a feathered 
hair tip. This can become a factor in ingrown 
hair problems. 

The design of electric shavers is such that they 
rarely produce ingrown hairs, but rather tend to 


EDMUND F. FINNERTY, Jr., M.D. is senior clinical instructor in der- 
matology, Tufts University School of Medicine, Boston, and associate 
visiting physician in dermatology, Boston City Hospital. Dr. Finnerty, 4 
diplomate of the American Board of Dermatology, is secretary of the North 
American Clinic Dermatologic Society. This year he is North American 
chairman for the Pan American Medical Association Congress. A Tufts 
graduate, Dr. Finnerty interned at the U.S. Naval Hospital, Sampson, N.Y» 
spent three years in the Pacific as a Navy physician, then returned to Boston 
to take a residency at Boston City Hospital. 


correct the condition. The long head-bar located 
midway of the cutter edge lifts beard hairs and 
positions them for a blunt, right angle cut. These 
shavers are particularly advantageous in shaving © 
the neck, where hairs do not grow perpendicu- 
larly. Shavers with adjustable roller comb devices 
(Remington®) have the most pronounced lifting 
action. They also aid effectively in obtaining a 
close shave without irritation by causing the val- 
leys in which the hair grows to assume the level 
of the surrounding area. After cutting, the valleys 
resume their original form, and the cut hair is 
recessed between the surrounding ridges. The 
gentle, even pressure of the cutting heads have 
likewise made it virtually impossible to stretch 
the skin to a degree that severed hairs recede 
into their own follicular pits. 

The advantages of electric shavers are most 
conspicuous in the young, tender-skinned, begin- 
ning shaver; and in older men whose beard tough- 
ness has increased, frequently in conjunction with 
diminution of coordinative skills; in some pa- 
tients the presence of fine tremors intensifies the 
likelihood of blade injury. 

At any age, common lesions of the skin, in- 
cluding severe sycosis barbae and ingrown hairs, 
may be expected to benefit greatly from the use 
of an electric shaver as an adjunct to specific 
therapies. All acne patients improved more rap- 
idly when they used electric shavers, especially 
those with roller combs that could be adjusted to 
varying heights to allow the instrument to skim 
over the lesions without severing the tops. Im- 
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portant, particularly to the sensitive adolescent, 
was freedom from the daily psychologic problem 
of blade shaving as a traumatic experience. In 
a few instances of mild adolescent acne, we have 
seen the condition clear gratifyingly with vir- 
tually no other treatment than substitution of 
an electric shaver for a blade razor; instruction 
as to soap and water washings of the face three 
or more times a day, and admonitions that the 
lesions not be picked or squeezed. 


Exacerbation of existing dermatitis and the 
potentially compounded allergenicities of deodor- 
ant and other topical applications to the axillary 
area militate against the use of any measures that 
inflict additional trauma. Depilatories are better 
tolerated by the leg, but complaints of burning 
or transient rash were quite high. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


FIRST AID REMINDER, 
Rescue Breathing 
Mouth-to-Nose and Mouth-to-Mouth 


VICTIM ON HIS BACK IMMEDIATELY 


CLEAR THROAT . . . of water, mucus, toys, coins 
or food. 

TILT HEAD BACK . . as far as possible. 

PULLCHIN. .... to keep his tongue out of air 
passage. 

air through nose or mouth (or 
both) until his chest rises. 

al for snoring and gurgling— 


signs of throat obstruction. 
10-20 times per minute. 


CONTINUE RESCUE BREATHING UNTIL HE BREATHES 
FOR HIMSELF. 


Wma. E. MOSHER, M.D., M.P.H. 
Buffalo, N. Y. 


Courtesy of Erie County Health Dept., Buffalo, N. Y. 
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Ototoxicity of 
Certain Antibiotic Drugs 


JOHN B. GREGG, M.D. 


AND DEAN M. LIERLE, mp. 


Department of Otolaryngology and Maxillofacial Surgery 
University Hospitals 

State University of Iowa 

Iowa City, Iowa 


Iatrogenic loss of hearing is possible 


Drugs found to be particularly ototoxic 


are streptomycin, dihydrostreptomycin, be used with great caution. 
kanamycin, neomycin and viomycin. Rapidly developing bacterial resistance to 
These drugs should not be used for relatively the 
uring the past five years. To combat this bac- 
When their use terial resistance many mixtures containing com- 
the likelihood of ear damage binations of antibiotics have been employed. 
should be anticipated and explained Many of these have contained penicillin and 
to the patient or the guardian. streptomycin or dihydrostreptomycin. After the 


pronounced ototoxic effect of dihydrostrepto- 
mycin was recognized, it was advocated that a 
mixture containing half-and-half streptomycin 


IN THE PAST 20 years many different types of and dihydrostreptomycin would decrease the 
antibacterial agents have been developed to com- ototoxicity and preserve the clinical effective- 
bat pathogenic bacteria. Of these, the sulfa drugs, ness. Unfortunately, in actual practice this did 
penicillin, some of the nitrofurans and the not prove true and the harmful effect upon the 
broad-spectrum antibiotics have proved to be the hearing by dihydrostreptomycin was not elimi- 
most successful. Many different side effects and nated. 

reactions have been encountered during the use of Although severe hearing loss often follows large 
these drugs. Recently there has been increasing doses of one of the neurotoxic antibacterial 
awareness of permanent toxic effects upon the agents given over a short interval, due to the 
neural portion of the inner ear, caused by some of cumulative effect, definite hearing depression 
the broad-spectrum antibiotic drugs. The medi- may result from repeated small doses of the drug 
cations having injurious effects upon the ears re- over a long interval. An overlap of the toxic 
ported to date are all of the -mycin series and in- effects of some of these drugs, notably strepto- 
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clude streptomycin, dihydrostreptomycin, kana- 


with the use of a number of antibiotic drugs. mycin, neomycin, viomycin and vancomycin. 
Because the auditory and vestibular damage 


from these drugs is largely permanent, they must 
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mycin, dihydrostreptomycin, kanamycin and 
neomycin has also been reported (Figure 1 a and 
b). Thus, it is possible for hearing loss to occur 
with the use of these drugs in small doses and 
over a considerable period of time. 

Too often one sees instances in which an oto- 
toxic drug such as streptomycin, dihydrostrepto- 
mycin or kanamycin was given to patients for 
relatively simple infections and used “‘prophylac- 
tically” in the postoperative period of surgical 
procedures such as uncomplicated appendectomy, 
cholecystectomy or hysterectomy. Following sur- 
gery, perhaps as much as six months later, the 
patient noted impairment of his hearing, or some 
tinnitus and audiometric evaluation revealed 
evidence of inner ear type hearing loss. It is often 
difficult to explain to such a patient exactly what 
caused his hearing loss and why a medication 
which is toxic to the ears would be used “‘pro- 
phylactically”’ after an uneventful operation. 


Pathology 


The location and extent of damage caused by 
neurotoxic antibiotic agents depends to a large 
degree upon the drug, the dosage (size, frequency 
and duration of administration), the age and 
renal function of the individual receiving the 
medication. 


STREPTOMYCIN 


Stevenson and associates reported histologic 
evidence of damage to the ventral cochlear nuclei 
in five patients who noted the onset of hearing 
loss while being given streptomycin. Lesions in 
the central vestibular nuclei of cats were found by 
Winston and coworkers following treatment with 
this drug. In guinea pigs treated with large doses 
of streptomycin, Christensen and associates 
found degeneration of the nerve cells in the cen- 
tral cochlear and vestibular nuclei along with 
injury to the cells in the vestibular ganglion, but 
the sensory cells in the labyrinth showed no sign 
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HEARING LOSS IN DECIBELS 


HEARING LOSS IN DECIOELS 


Figure 1. Audiograms showing inner ear deafness result- 
ing from combined streptomycin-dihydrostreptomycin-kana- 
myein effect. 
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_ a. V.B. Hearing loss which appeared suddenly in a person 
with subjectively normal hearing during the administration 
of kanamycin, following intensive treatment with streptomy- 
 ein-dihydrostreptomycin for renal tuberculosis. This pro- 
~~” gressed to complete bilateral loss of hearing and complete 
loss of labyrinthine function over one month and function 


did not return. 
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pb. V.K. Hearing loss which appeared suddenly while kana- 
mycin was being given in treatment of septicemia, pneu- 
- monia and hip fracture. Sirepiomycin and dihydrostrepto- 
- mycin had been given previously. Labyrinthine function was 
normal. Death precluded follow-up study. 
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Ototoxicity of 
Certain Antibiotic Drugs 


of degeneration even in the most severe drug 
intoxication. To date, peripheral end organ lesions 
due to streptomycin have been found in mice, 
cats, guinea pigs and in man, but Mushett and 
Martland found no central nervous system 
lesions in dogs which showed clinical evidence of 
vestibular dysfunction after the administration of 
streptomycin. Although streptomycin has an 
effect upon the cochlea, the depression of hearing 
is less than that associated with dihydrostrepto- 
mycin. Streptomycin produces more vestibular 
symptoms than dihydrostreptomycin. 


DIHYDROSTREPTOMYCIN 


Clinically this drug has shown less effect upon 
the labyrinth than streptomycin and about the 
same degree of effect upon bacteria. However, 
dihydrostreptomycin has produced much greater 
damage to the hearing function than streptomy- 
cin. 

The depression of hearing is usually much more 
incapacitating than disturbed vestibular func- 
tion to the patient. The histologic picture of inner 
ear damage from dihydrostreptomycin is found in 
the neuroepithelium of the vestibular end organs 
and in the external hair cells of the organ of Corti. 


KANAMYCIN 


Kanamycin, one of the newest of the antibi- 
otic drugs, was introduced from Japan in 1957. 
This drug was found to have a definite deleterious 
effect upon the structures of the inner ear, more 
so on the cochlea than the labyrinth. Although 
it was reported to have no permanent damaging 
effect upon the kidneys, it has been observed that 
casts and cells, as well as albumin, appear in the 
urine and it has been reported that the blood urea 
nitrogen has become elevated while this drug was 
being given. The cochlear and vestibular damage 
which has occurred while using this drug may 
have been accentuated by poor renal excretion of 
the drug with the resultant higher blood levels. 
Hawkins reported that the changes due to kana- 


mycin which occur in the inner ear structures of 
experimental animals are primarily upon the 
organ of Corti. He was not able to determine 


whether the major damage was to the hair cells © 


or to the supporting cells. However, he observed 
that degeneration of the ganglion cells and the 
nerve fibers may occur. 


NEOMYCIN 

The injurious effect of this drug is primarily 
upon the cochlea. The effect appears to be mostly 
upon the external hair cells and later upon the 
inner hair cells (Figures 2 and 3). It also has 
definite nephrotoxic properties, a factor which 
limits the clinical use of this drug parenterally. 
The combination of neurotoxicity and renal 
toxicity, as with kanamycin, may be factors en- 
hancing the effect upon the hearing. This drug is 
poorly absorbed from the intestinal tract and 
must be given parenterally if used. The degree of 
ototoxicity of neomycin is about the same as 
kanamycin. 


VIOMYCIN 


Viomycin is harmful to both the cochlea and 
the labyrinth. It also has renal toxic effects 
similar to, but somewhat less pronounced, than 
neomycin. The vestibular involvement is more 
pronounced than is seen with kanamycin. The 
laboratory evaluation of this drug to date is not 
sufficient to definitely localize the exact site 
of the lesion in the inner ear. 


VANCOMYCIN 

Preliminary reports indicate that this drug has 
neurotoxic properties, which may be potentially 
as serious as kanamycin and neomycin. No de- 
tailed information is available as yet. 

Once the neuroepithelial cells of the cochlea, 
labyrinth, their nuclei and the central nuclei are 
injured, there is degeneration of the neural ele- 
ments with resultant loss of function. Variable 
degrees of nephrotoxicity accompany the use of 
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ototoxic antibiotic drugs. The ototoxicity and 
nephrotoxicity of the antibiotics may be height- 
ened in a patient who has decreased renal func- 
tion. If the renal clearance of the drug is poor it 
is possible for greater quantities of it to accumu- 
late in the tissue fluids with a corresponding in- 
creased concentration in the functional cells of 
the inner ear. There is considerable individual 
variation in the auditory susceptibility to the 
effects of these antibiotics. Glorig reported that a 
demonstrable effect occurs in all cases treated 
over 14 days with 1 Gm. or more per day of di- 
hydrostreptomycin in the sulphate or the hydro- 
chloride salt and the amount and permanency of 
the effect is directly related to the total dosage of 
the drug. Lewis and others reported that bilateral 
deafness can develop after 5 or 6 Gm. of strepto- 
mycin and complete destruction of the labyrinth 
may occur after a total dose of 6 to 8 Gm. of this 
drug, given over a two-week period. However, 
studies in patients with tuberculosis who have 
been treated with streptomycin over long periods 
of time have shown that mary persons will toler- 
ate large doses when administered slowly. Al- 
though it was suggested early that the toxic 
effects of streptomycin and dihydrostreptomycin 
upon the inner ear were due to impurities, in- 
creased refinement of these drugs has not re- 
moved the neurotoxicity. 


SYMPTOMS OF DRUG EFFECT UPON THE INNER EAR 


These symptoms may include: 

1. Decreased or lost auditory function as mani- 
fested by impaired hearing, the sensation of 
plugged ears or inability to discriminate speech, 
especially in a noisy or crowded place. With 
affection of the inner ear, the decreased function 


- is usually more pronounced in the high frequen- 


cies appearing on the audiogram as a curve slop- 
ing toward the high-pitched tones or as a notch- 
ing curve with depressed function in the 2,000 to 
6,000 cycle frequencies. The amount of subjec- 
tive hearing difficulty depends much on the indi- 
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FIGURE 2. Photomicrograph (600) of the organ of Corti 
from a person with normal hearing showing the Basilar Mem- 
brane (B.M.), Inner Hair Cells (I.H.C.), Outer Hair Cells 
(O.H.C.), Tectorial Membrane (T.M.), Reissner’s Mem- 
brane (R.M.) and Tunnel of Corti (T.C.) 


FIGURE 3. Photomicrograph (625) of the organ of Corti 
showing evidence of damage to the hair cells and the Basilar 
Membrane from neomycin. 


R. 
0. H. C. 4 
B. M. 
| 
| 
} 
> 
97 


Ototoxicity of 
Certain Antibiotic Drugs 


vidual, his occupation and the actual amount of 
loss of function. In older persons or those with 
inner ear hearing loss due to noise or other fac- 
tors, the hearing loss may not have been noticed 
until the superimposed drug effect becomes mani- 
fest. The hearing loss due to drugs may appear 
suddenly or gradually over a period of time. As- 
sociates may note the hearing loss before the per- 
son does himself. The onset of the hearing loss 
due to kanamycin is often quite sudden, develop- 
ing over a period of a few hours or days, while 
that associated with dihydrostreptomycin may 
appear over several months. In instances where 
the toxic drugs have been combined with penicil- 
lin or other antibiotics in the treatment of an in- 
fection, the patient may never know the actual 
source of the medication which has caused the 
hearing loss. Although with most toxic medica- 
tions the effect upon hearing will usually not 
progress once the drug is stopped, the effects of 
the toxic antibiotics cannot be stated to be com- 
plete until at least six months have elapsed from 
time of the last dose. The hearing loss with drug 
intoxication is usually bilateral, but occasionally 
may be unilateral or greater in one ear. In any 
case of obscure inner ear hearing loss, drug intoxi- 
cation must be seriously considered as causation. 

2. Tinnitus may accompany drug intoxication 
of the inner ear. It probably represents an irrita- 
tive chemical effect upon the sensitive cells of the 
organ of Corti. Although it is often reported that 
tinnitus is an important prodromal symptom of 
damage to the organ of Corti, this cannot be re- 


lied upon to occur, and irreparable damage may 
already be present when this symptom makes its 


appearance, if it appears at all. The time of onset 


of the tinnitus, the lateralization, the amount and 
the character thereof give no indication of the 
degree of damage to the inner ears. The tinnitus 
may persist indefinitely but in many instances it 
decreases with time. Occasionally tinnitus will be 
the presenting symptom rather than hearing loss, 
causing the patient to consult his physician. 
Complete evaluation of the auditory function 
should be done upon any patient complaining of 
tinnitus, because often there will be found inner 
ear hearing loss which is unknown to the patient. 
If there is tinnitus alone or combined with in- 
ner ear hearing loss, inquiry should be made re- 
garding possible exposure to neurotoxic agents 
such as the antibiotics. 

8. Vertigo characterized by the sensation of 
whirling, unsteadiness while walking or the illu- 
sion of objects revolving about the person may 
accompany injury to the vestibular apparatus. It 
is less frequent with antibiotic drug damage to 
the inner ear structures because the vestibular 
labyrinth is usually affected less than the cochlea. 
Occasionally the only vestibular labyrinthine 
symptom is the sensation of unsteadiness while 
walking in the dark. The vertigo usually is not as 
severe as that seen in Meniere’s disease. It is 
often brought on or accentuated by sudden mo- 
tions or changes in position of the head. The 
vertigo usually subsides gradually, especially 
after the toxic medication is discontinued. 


JOHN B. GREGG, M.D. is assistant professor of otolaryngology, University 
Hospitals, State University of Iowa. Prior to joining the Iowa faculty, Dr. 
Gregg was chairman of the University of South Dakota’s otolaryngology 
department. An Iowa graduate who took his residency training at the Uni- 
versity Hospitals, the author is a fellow of both the American College 
of Surgeons and the International College of Surgeons. He was certified by 
the American Board of Otolaryngology in 1953. Dr. Gregg has had 30 
scientific articles published and has presented 20 papers, in addition t 
making a medical film. 
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Treatment 


It is unfortunate that in the usual instance, 
when the neural portion of the cochlea or the 
labyrinth is injured by a toxic chemical, the effect 
is permanent. Occasionally where the damage has 
been minimal, it has been reported that there 
may be some spontaneous return of function over 
a period of time. This is questionable. The 
amount of actual damage and whether there may 
be return of function are not predictable in a 
given instance at the onset of the difficulty. How- 
ever, after six months or more have elapsed since 
the use of the toxic agent, there is little likelihood 
of restoration of function. It is usually wise to be 
pessimistic in predicting the outlook for return of 
function to the patient. In the case of streptomy- 
cin and dihydrostreptomycin, it was suggested in 
the European literature that drug ototoxicity 
could be prevented by the use of the pantothenate 
of these drugs. However, Hawkins has demon- 
strated that this apparent effect was due more 
to the presence of calcium ions, which do decrease 
the acute toxicity (MLD) in experimental ani- 
mals but have no effect upon the ototoxicity of 
these drugs. 

To date no medication has been described 
which will prevent or alleviate the damage to 
the cochlea and the labyrinth or their cen- 
tral connections from the ototoxic antibiotic 
drugs. Therefore, the primary therapy for inner 
ear damage from these toxic agents must rest 
upon withholding them, rather than futile at- 
tempts to treat the damage after it occurs. 

The neurotoxic drugs must be reserved for 
serious infections which are demonstrated to be 
definitely resistant to any of the nonototoxic 
antibacterial agents. The necessity for use of the 
potentially toxic drugs must be established care- 
fully by the physician before giving the drug. 
When the ototoxic drugs must be used, the dosage 
should be kept as low as feasible and stopped as 
Soon as possible because the effect on the inner 
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ear depends largely upon the total amount of the 
drug given and the rapidity of administration. 
Large doses over a short period of time accentu- 
ate the potential of toxic effect. If a person must 
be given one of the ototoxic drugs, pretreatment 
audiograms and subsequent follow-up audio- 
grams should be obtained whenever possible. 

Mild inner ear hearing loss resulting from drugs 
or other causes usually requires no treatment. If 
the hearing loss is severe, amplification of sound 
alone or combined with lip reading and auditory 
training may be necessary. When the hearing loss 
is very severe, extensive rehabilitation is indi- 
cated. 

Mild sedation may be needed to relieve the 
tinnitus, especially at bedtime when it is usually 
more noticeable. The vertigo usually responds to 
restriction of sudden motions and changes in posi- 
tion of the head in relation to the long axis of the 
body. Occasionally one of the antivertigo medi- 
cations may be helpful. 

It has been our policy to inform patients who 
are found on routine examinations to have inner 
ear hearing loss, of the finding and to caution 
these individuals regarding possible factors which 
may accentuate the hearing loss. This discussion 
includes information regarding noise exposure, 
neurotoxic chemicals and the possible ototoxic 
effects of antibiotics. We usually suggest that if it 
becomes necessary for these patients to have 
antibiotic medications in the future, the attend- 
ing physician should be apprised of the hearing 
loss. The physician caring for the patient should 
decide whether or not touse an ototoxic antibiotic. 

The potential medicolegal implications of fre- 
quent and perhaps unwarranted use of neurotoxic 
drugs will be very apparent to the physician, 
once he has had personal contact with iatrogenic 
deafness, precipitated by the antibiotic medica- 
tions. The possibility of litigation resulting from 
drug induced hearing loss or labyrinthine dys- 
function, despite the fact that the drugs were 
lifesaving, should in itself produce a measure of 
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caution in the use of these drugs. Whenever the 
occasion arises wherein the necessity for an anti- 
biotic is suggested by the nature of the infection, 
prudence would dictate that the reason for the 
use of ototoxic drugs be investigated before they 
are considered. Then the patient, the parents 
or the guardian of the patient should be warned 
of the situation insofar as the severity of the in- 
fection is concerned, the necessity for the use of 
such a drug and the possibility of inner ear dys- 
function which can occur as a result of the use of 
the drug. In questionable instances, the physi- 
cian might even consider the use of a signed per- 


mission form, as with a surgical operation, in 
which the patient or the guardian acknowledges 
that it has been explained to him regarding the 
potential ototoxicity of the drug, the necessity 
for its use, and gives permission for the use of 
such medication. 


Figure 3 courtesy of Dr. John R. Lindsay, Depariment of 
Otolaryngology, University of Chicago. 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 


That 15 per cent of patients with ochronosis by 


will have a slipped vertebral disk 
(usually as the first symptom). 


LEON G, SMITH, M.D. 


Shes 


(Joseph Bunim, M.D., National Institutes of Health, Pan American Rheumatology Conference.) 
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Evaluation 
of Critical Factors 
in Extracorporeal 
Circulation 
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JOHN COMER, 


AND STANLEY GIANNELLI, 
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In recommending a patient 

for open heart surgery, it is well for the physician 
to know about some of the problems 

concerned with this technique. 

This article describes in clear, concise language, 
with illustrations, what is involved 

in open heart surgery, and what are 

the many precautions required 

to safeguard the patient. Not only 

is special apparatus required, but 

4 well-coordinated team, working closely 

with the surgeon, is necessary. 
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THE PROPER application of a program for open 
cardiac surgery is as complex an undertaking as 
any in‘the history of medicine and surgery, re- 
quiring precise integration of a large number of 
disciplines, both clinical and laboratory. It is 
reasonable to assert the dogma that such a pro- 
gram should not be undertaken in an institution 
not equipped to perform elaborate studies em- 
bracing problems in operative surgery, anesthesi- 
ology, cardiopulmonary physiology, radiology 
and hematology. Although completely packaged 
pump-oxygenator units are now commercially 
available (Figure 1), one is not morally justified 
in performing any but the simplest procedures in 
the field of open heart surgery without having 
the adequate resources both of: material and 
personnel in the departments mentioned. 


Acceptable Program 


An acceptable program for open heart surgery 
involves far more than the ability to open a pa- 
tient’s chest, put him on a pump-oxygenator, 
surgically correct an intracardiac defect and 
close the wound. Such a program presupposes at 
the minimum an adequately equipped and ably 
manned cardiopulmonary laboratory and radiol- 
ogy department where patients can be diagnosed 
properly, utilizing the latest techniques to de- 
termine accurately the nature of the abnormal 
anatomy and the extent to which normal hemo- 
dynamics have been altered by it. Not all con- 
genital nor acquired cardiac defects require oper- 
ative correction (Figure 2), and it is as important 
to know when to operate as it is to know on which 
patients to operate. Proper timing of a surgical 
cardiac procedure demands precise and accurate 
data concerning the pressure relationships within 
the cardiac chambers and great vessels, the size, 
location and number of shunts between the pul- 
monary and systemic circuits, as well as the 
reversibility or lack of reversibility of changes in 
the pulmonary arterial bed. 
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Evaluation of Critical Factors 


in Extracorporeal Circulation 


FIGURE 1. Processed oxygenator for bubble-type by-pass. 
V = venous outlet, blood passing to reservoir. B = air and 
bubble outlet. A = arterial line back to aorta. 


FIGURE 2. Technique commissurotomy for mitral stenosis. 
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ANIMAL LABORATORY EXPERIENCE 


Without such accurate information, the cardiac 
surgeon is going into battle lacking important 
parts of his armor, but here the metaphor ends, 
for the victim in the event of failure is not the 
surgeon, but his unfortunate patient. With respect 
to the operative procedure itself, the surgeon 
must be prepared to recognize and deal with any 
number of complex intracardiac abnormalities 
(Figure 3), to say nothing of the problems of a 
technical nature involving insertion of the various 
catheters, institution of the cardiopulmonary by- 
pass (Figure 4), whether or not to produce cardiac 
arrest and how best to repair the defects en- 
countered. This constitutes the second critical 
factor in the success of any such program. The 
place to develop the necessary mechanical dex- 
terity, the familiarity with one’s equipment, the 
ability to recognize its limitations and the over- 
all “know how” that enables the surgeon to sense 
immediately when things are not running prop- 
erly and where to look for, to find and to correct 
the source of trouble—is the animal laboratory. 
We cannot overemphasize the importance of such 
a background and the years necessary to achieve 
it. The surgeons must make their mistakes in the 
laboratory and not in the operating room. 


RELIABLE PUMP-OXYGENATOR 


One must have available a reliable pump- 
oxygenator. Improvements in this field are re- 
ported almost daily. It is not necessary to elabo- 
rate in detail on the various types and models 
available. Great credit must go to the University 
of Minnesota group for the impetus they have 
given the field of open heart surgery, and bubble 
oxygenators similar to the DeWall-Lillehei type 
are widely and successfully used (Figure 5). 
These were the first type we used in our lab- 
oratory. Although basically simple, they are some- 
what cumbersome, particularly for large patients. 
No brief can be made against this apparatus as 
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years have been spent in perfecting it and it 
functions well. There is mounting evidence, how- 
ever, that these oxygenators are most effective 
at lower flow rates and for shorter perfusions. 

Membrane oxygenators, in which the blood and 
the gases are separated by a diffusing membrane, 
are theoretically attractive, but at present pose 
problems of bulkiness and difficulty of steriliza- 
tion which make their use impractical. 

The prolonged investigations of Gibbons and 
his associates have culminated in a stationary grid 
type oxygenator (Figure 6), which has been utilized 
most successfully by Kirklin at the Mayo Clinic. 
It is an effective machine which presents many 
problems in the running, sterilization and main- 
tenance, but it is expensive. 

Rotating disk oxygenators as devised by Bjork 
and developed by Kay and Cross in Cleveland 
(Figure 1), are in wide use, and we have adopted 
this machine in our laboratory and clinic. These 
machines have the advantages of compactness, 
ease of sterilization and assembly, adjustability 
to the size of the patient and satisfactory per- 
formance even at high flow rates. 

Regardless of the type of pump-oxygenator 
selected, it is a certainty that newer and better 
models will become available. It is imperative 
that the surgeon familiarize himself with the 
apparatus he has selected and know thoroughly 
its performance and its limitations. The actual 
monitoring of the pump-oxygenator during sur- 
gery can and must be relegated to a skilled 
assistant or a technician. As in the army or navy, 
one can delegate authority but not responsibility, 
and failures of adequate oxygenation, the occur- 
rence of excessive hemolysis, hemorrhage or the 
appearance of a series of infections, as but a few 
examples, must be accepted as his fault, analyzed 
and then solved by the surgeon himself. 


EXPERIENCE IN CLINICAL MEASUREMENTS 


In the performance of cardiopulmonary by- 
pass, during the run we monitor the electrocardio- 
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gram, the electroencephalogram, the intra-aortic 
blood pressure, the vena cava venous pressure, 
the arterial and mixed venous blood oxygen 
saturations, the pH and the extent of hemolysis, 
as well as comparing pre- and postperfusion blood 
volumes and body weight. In clinical practice in 
the operating room during open heart surgery 
all, some or even none of these determinations are 
followed. The greater the experience one has with 
his apparatus, both laboratory and clinical, the 
less one has to monitor. It cannot be emphasized 
too strongly, however, that before one omits cer- 
tain of the above measurements in clinical prac- 
tice, he must have conducted a sufficient number 
of laboratory experiments to be certain that his 
pump-oxygenator can be depended upon to per- 
form reliably in the parameter in question in 100 
per cent of cases. Only after such a laboratory 
background, covering the range of patient size 
and flow rates being utilized clinically, is one 


FIGURE 3. Congenital heart defects—patent foramen ovale and 
intra-atrial septal defect. 
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justified in assuming that the various entities 
mentioned will be properly controlled without the 
check afforded by all this monitoring. 

It is often difficult to determine the cause of 
failure in a particular case after a seemingly 
satisfactory by-pass and operative procedure. 
Even among those with the longest experience in 
this field, deaths originally not attributed to the 
perfusion itself were later, in retrospect, placed 
in this category. 

There is no reason to believe that this will not 
continue to be the case with all workers in the 
field and that practices which today are deemed 
satisfactory will prove unacceptable a few years 
hence, as experience throughout the country 


Oxygenated 


Inflow 
Left Subclavian 


Catheter 

in Superior 
Vena Cava 

Via Azygos Vein 


in Inferior 
Vena Cava 
Via Right 


FIGURE 4. Diagrammatic demonstration of cardiopulmonary 
by-pass. Oxygenated arterial inflow as shown through sub- 
clavian artery now is preferably through femoral artery. 
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grows and the evidence becomes more cumula- 
tive. Hence one cannot be dogmatic on this sub- 
ject, and must be prepared to review critically 
his present-day thoughts at some future date. 

The optimum rate of flow for cardiopulmonary 
by-pass has varied, and there has been a gen- 
erally upward trend, approaching normal cardiac 
output. Although it is not likely that the latter 
rate is a prime requisite or even desirable as long 
as adequate oxygenation is achieved, there are 
few who have continued to use the very low or 
“azygos vein flow rate” principle. Flow rates of 
60 to 80 cc. per kilogram of body weight can 
provide a satisfactory arterial blood pressure and 
perfusion state. 

Saturation of the blood with oxygen with the 
rotating disk oxygenator can be accomplished 
satisfactorily in a number of ways. One can alter 
the size of the cylinder, the number of rotating 
disks utilized, the speed of disk rotation and the 
level of the blood in the oxygenating cylinder. 
We utilize a constant rate of disk rotation of 120 
r.p.m. and have found that the shorter cylinder 
of 13-in. length, utilizing 57 rotating disks, can 
provide satisfactory oxygenation for patients with 
a body weight of up to 20 kg. For subjects over 
this weight we employ the larger cylinder of 21 
in. which utilizes 96 rotating disks. The loading 
blood value for these oxygenators is 1,400 cc. 
and 3,500 cc., respectively. There have been no 
difficulties in obtaining sufficiently high oxygen 
saturations when the proper selection of the 
number of disks has been made. 

Alterations in blood volume are calculated by 
comparing the volume of blood in the pump-oxy- 
genator at the termination of the run with its 
volume at the start and considering blood losses 
in blood aspirated and in the sponges which are 
weighed. Any variations are immediately cor- 
rected by either adding or withdrawing blood 
from the subject. Every effort is made to main- 
tain an accurate blood balance during the run. 

The aortic blood pressure is monitored by us, 
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and the maintaining of pressure constitutes no 
problem if the flow rate is adequate and oxygena- 
tion is satisfactory. Falls in pressure are dealt 
with by increasing the rate of flow in the absence 
of other responsible factors, such as hemorrhage, 
which must be surgically corrected. 

The venous pressure is monitored continuously. 
This is a valuable tool, indicating when the ve- 
nouscatheters themselves may beretarding venous 
return, before or after a run, and giving the cau- 
tion signal when the heart is in impending right 
failure. This may occur as the result of changes 
of the hemodynamics produced by suddenly 
closing off large shunts, or from an overloading by 
a shift of blood from the machine to the patient. 

The electrocardiogram is of value, particularly 
in analyzing the nature of changes in rate and 
thythm, although these changes are detectable 
too by gross observation. It is a greater help to 
the anesthesiologist and physiologist than it is to 
the surgeon, who has the heart before him. 

The electroencephalogram is followed, but is 
significant only when detectable deviations occur 
from a satisfactory “run,” in which instance they 
are to be anticipated anyhow. Prognostically it is 
unimportant. We check the body temperature of 
the subject and attempt to maintain the oxy- 
genator cylinder at that temperature level 
through use of a continuously recording ther- 
mometer. The oxygenator cylinder is warmed by 
being wrapped in coils of teflon-insulated heating 
wire. For some procedures we add hypothermia 
(by cold blood) to the pump-oxygenator system. 

Changes in the hematologic and fibrination pic- 
ture have not constituted too great a problem as 
might be expected, considering that at the end of 
cardiopulmonary by-pass the subject has only 10 
to 12 per cent of his original blood. Hemolysis has 
not occurred to any significant degree, even after 
rather prolonged periods of cardiopulmonary by- 
pass. [t is not a lethal problem. Other hematologic 
aberrations include a postperfusion bleeding 
tendency, the nature of which is as yet not en- 
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FIGURE 5. Bubble-type oxygenator modified from DeWall- 
Lillehei apparatus in use at the University of Minnesota. 


FIGURE 6. Gibbon oxygenator for oxygenating all of the blood. 
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Evaluation of Critical Factors 
in Extracorporeal Circulation 


tirely clear and which increases with the duration 
of the perfusion. 


Series of Animal Experiments 


Our first series of animal experiments was run 
with a modified bubbler type of apparatus 


FIGURE 7. Modified Kay-Cross oxygenator using Sigma- 
Motor. Note well at both venous and arterial end, which in- 
creases the safety of its use. 
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(DeWall-Lillehei). This run uses the azygos 
principle. This means that the perfusion rate is 
low, only as much blood being oxygenated as 
would normally enter the heart through the 
azygos vein if both cavae were obstructed (Table 
1). This oxygenation is sufficient to keep the 
patient alive provided it is not continued over a 
limited time—between 15 and 60 minutes—and 
further, that the animal is at rest and therefore 
using minimal amounts of oxygen. Perfusion 
rates of 35 to 60 cc. per kilogram per minute were 
done in 100 animals. Despite reported adequate 
blood pressures from other clinics, we had a blood 
pressure fall in our animals on an average of 
nearly 80 points. We found that such pressures 
did not adequately oxygenate the brain and we 
therefore discontinued this type of oxygenator 
(Table 2). In all of these patients we had an 
elevated venous pressure, and even on the sur- 
vivors this was at 7.5 in comparison with a 
normal of 0 to 4, and indicated a predestination to 
right heart failure. Our acid-base balance with 
these animals was maintained, and on the sur- 
vivors averaged 7.38. 

We then switched to a disk type of oxygenator 
in which from 57 to 96 disks rotate at a rate of 120 
r.p.m. In the disk-oxygenator, disks raise a film 
of blood from a constant pool at the bottom of 
the oxygenator where the blood is mixed with 
oxygen entering through a central multiopened 
tube at the rate of 5 to 7 1. per minute. Our first 
group of dogs averaged 20 kg. in weight. The 
flow rates were 60, 70 and 80 cc. per kilogram and 
averaged 1,473 cc. per minute. We found that our 
arterial pressures then were adequately main- 
tained but that after a flow rate of 80 cc./kg./ 
minute was obtained, the pressure could not be 
more satisfactorily maintained by a higher flow 
rate (Table 3). With this oxygenator there is 4 
slight tendency toward acidosis while on the 
pump, but this is not a serious one. The pH 
values on the average, in both the survivors and 
nonsurvivors, were considered in a safe range. 
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OXYGEN SATURATION 


The oxygen saturation is a basic requirement 
for success in any extracorporeal circulation. As 
is known, the brain can tolerate oxygen depriva- 
tion for only three minutes without permanent 
changes, and at four minutes death intervenes. 
The cord change begins after 12 minutes. Heart 
muscle cells, in like manner, require oxygen and 
become sensitive to oxygen lack after 15 minutes. 

As shown in Table 4, there was adequate 
oxygenation on the surviving dogs. The lowest 
saturation at any point during a by-pass on a 
survivor was 71 per cent, but this was only tem- 
porary. The oxygen saturations improved at the 
end of 30 minutes in percentage over the ten- 
and 20-minute interval. In the nonsurviving 
dogs, oxygen saturation, which averaged 88.7 at 
the end of ten minutes, averaged 68.9 at the end 
of 30 minutes, with some figures in the 50’s and 
one as low as 30 per cent. Technical adjustments, 
faster flow rates and more adequate arterial 
pressure maintenance eliminated oxygen desatu- 
ration as a factor in our survival rates. 

A distressing and important observation was 
made. At some time during the 30-minute per- 
fusion, the animal and/or patient takes up 
approximately 500 cc. of blood from the pump- 
oxygenator system. There was no direct correla- 
tion between the time, the flow rate and the size 
of the animal. Some of the animals took up the 
blood over the entire 30-minute period; others 
would take it up near the beginning or end, and 
about 50 per cent returned the blood at the end of 
the experiment. Since 500 cc. of blood, if kept in 
the body could cause heart failure, this tendency 
was important. The blood volume was measured. 
In some animals we know it is contained in the 
Venous end, since cardiac dilatation has occurred 
and has been corrected by withdrawing blood 
from the right side of the heart. We utilized the 
Venous pressure, monitored continuously, to 
decide whether to bleed the patient or not, and 
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TABLE 1. 

Experimental Cardiac Surgery 

Complete Heart and Lung By-Pass 

Perfusion Rate 

cc. /kg./min. Number of Animals 

35 8 

40 36 

50 2 

55 6 

60 48 

BUBBLE OXYGENATOR 

TABLE 2. 

Complete Heart and Lung By-Pass 

Arterial Blood Pressure 

Before By-Pass During By-Pass 

Above 120=44 Above 40=34 
120=40 40=40 

Below 120=16 Below 40=26 

Average =130 Average =49.5 

Average B.P. of Survivors=46 

BUBBLE OXYGENATOR 

TABLE 3. 


Flow Rate Compared with Arterial Blood 
Pressure—20 kg.—Animals 


Pressure 
Rate (Average 120) 
50 ec./kg. (1,000 ec.) 90 
60 cc./kg. (1,200 ec.) 100 
70 ec./kg. (1,400 cc.) 110 
80 ec./kg. (1,600 cc.) 110 


ROTATING DISK-OXYGENATOR 
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Evaluation of Critical Factors 


in Extracorporeal Circulation 
TABLE 4. 
Arterial Oxygen Saturation 

10 Minutes 80 Minutes 
Survivors 89.3% 91.1% 
Nonsurvivors 88.7% 68.9% 


ROTATING DISK-OXYGENATOR 


TABLE 5. 


Inherent Dangers of Extracorporeal 
Circulation 


. Cardiac arrhythmia 

. Clotting or fibrination 
. Embolism air clot 
Acid-base imbalance 
Impaired metabolites 
Impaired electrolytes 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


this decision at times was lifesaving. With tagged 
cells, we hope to learn how much of this blood is 
imprisoned on the arterial side as well as the 
venous side of the circulation. Other studies on 
this problem are being done in our laboratory. We 
now use hypothermia with the pump-oxygenator 
when cardioplegia is necessary. 

This entire discussion again illustrates the 
complexity of this extracorporeal circulation 
problem and the many details as yet unknown 
(Table 5). 

No group should embark on an open heart 
surgery program without the long months of 
laboratory work and team experience necessary 
for safe and successful results. 


Summary 


The complexity of open heart surgery using 
extracorporeal circulation is detailed. 

Data after employing two types of pump- 
oxygenators is presented. 

Although the actual surgical operation is not 
difficult to perform, the multiple problems in- 
volved make long experience with all possible 
complications, surgical, diagnostic, as well as 
the artificial heart, essential to a safe and suc- 
cessful program. 
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Infected Bullae 


B. J. DUFFY, M.D. 
Associate Editor, GP 


BULLOUS DISEASE of the lungs is a form of de- 
structive emphysema. Bullae are large intrapul- 
monary air sacs which result from destruction of 
the lung tissue with coalescence of alveolar 
spaces. Bullae may be part of generalized emphy- 
sema or may occur as isolated lesions with normal 
intervening lung. Bullae appear on x-ray as thin- 
walled cavities which are found in the apical 
parts of the upper lobes or in the bases of the 
lower lobes. When infections develop in adjacent 
lung tissue, the walls of the bullae may become 
inflamed and fluid may accumulate in the air 
sacs as seen in Figure 1. The bronchiolar com- 
munications with the air sacs are multiple and 
small. A check-valve mechanism may develop 
with inflammation so that there is progressive air 
trapping with each inspiration. This may result 
in severe tension in the bullae. With this increase 
of tension, bullae expand and compromise the 
function of the adjacent lung. 

The patient in Figure 1 had pneumonitis of the 
entire right lung. Diffuse emphysema was un- 
likely since he had very good breath sounds 
through the rest of his chest. The fluid-containing 
lesions initially were thought to be acute lung 
abscesses. However, subsequent findings proved 
that the air sacs had been present on a routine 
chest x-ray taken eight years prior to the present 
admission. 

The patient responded well to antimicrobial 
therapy with broad-spectrum antibiotics. The 
therapy for bullous disease of the lung has been 
greatly facilitated by infection control. However, 
once a pulmonary cyst has become infected, the 
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FIGURE 1. 


possibility of recurrence is great and it consti- 
tutes an indication that the cyst may have to be 
resected. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the ninth of twelve from the University of Oregon. 
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Practical Therapeutics 


The Management of Childhood Nephrosis 


DONALD E. PICKERING, M.D. 


AND GEORGE R. KERR, M.D. 


Department of Pediatrics 
University of Oregon Medical School 
Portland, Oregon 


CHILDREN AFFLICTED with the nephrotic syn- 
drome now have an unprecedented opportunity 
for survival without protracted periods of hos- 
pitalization, repeated paracentesis or the threat 
of death due to renal failure, pneumococcic 
peritonitis or other complications. Paradoxically, 
this improved outlook results mostly from the 
empiric use of ACTH and adrenal steroids rather 
than advances in our knowledge of the funda- 
mental disease mechanism. The basic pathologic 
process is still not known. For many years the 
syndrome has been linked with various seemingly 
unrelated diseases, including: chronic and sub- 
acute glomerulonephritis, diabetic glomerulo- 
sclerosis, renal amyloidosis and renal damage 
from a varied list of toxins and allergenic agents, 
such as insect bites and immunizing products. 

Upper respiratory infections, either viral or 
bacterial, precede the onset of edema in one-third 
to one-half of the cases. Such infections are also 
commonly associated with exacerbations of the 
syndrome. A specific etiologic agent can seldom 
be proved in children; the diagnosis usually rests 
between the ill-defined “pure” or “lipoid” ne- 
Phrosis, subacute or chronic glomerulonephritis 
or nephrosis following the ingestion of agents 
toxic to the nephron. By exclusion, the first diag- 
nosis is most commonly selected. 

The typical syndrome includes generalized 
edema, proteinuria, hypoproteinemia and hyper- 
cholesteremia. The severity of these manifesta- 
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tions varies from case to case. Associated evi- 
dence of severely compromised renal function is 
uncommon in children. Manifestations may vary 
from mild edema with few associated abnormal 
findings to severe edema with striking changes in 
serum chemistries, impending renal shut-down 
and a grossly abnormal urinary sediment. 

The pathogenesis of edema is considered to be 
as follows: The urinary loss of albumin results in 
lowered serum colloid osmotic pressure and con- 
sequently, effective plasma volume is reduced. 
Increased production of aldosterone and particu- 
larly antidiuretic hormone follows. These produce 
an increased retention of sodium and water at 
the renal tubular level. This isosmotic expansion 
of the extracellular space, together with the de- 
creased colloid osmotic pressure, produces the 
phenomenon of edema. 

In childhood, there is a peak incidence of ne- 
phrosis at 2 to 3 years of age, and in the majority 
of cases the onset occurs between the ages of 1 
and 5. It is equally common in all racial groups, 
and boys are more often affected than girls. 

Consistent though possibly nonspecific, path- 
ologic changes have been identified in the ne- 
phrotic kidney. The glomerular basement mem- 
brane appears thickened when examined under 
the light microscope. However, under the elec- 
tron microscope, this apparent thickening seems 
to be caused by a distorted organization and 
fusing of the foot processes or pedicles of the 
glomerular epithelial cells. These changes may 
reflect a reparative process. Figure 1 illustrates 
the ultrastructure of the normal glomerulus. 


Clinical and Laboratory Evaluation 


The case history, physical examination and 
laboratory evaluation are equally important in 
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The Management 
of Childhood Nephrosis 


the initial assessment of the nephrotic child. The 
patient must be approached as a chronically ill 
child and a cooperative relationship must be 
established with members of the family to assure 
their support of the necessarily long follow-up 


program. 


CASE HISTORY 


A thorough history should be obtained with 
particular emphasis on the identification of pos- 
sible etiologic agents, including drugs, heavy 
metals and toxins. The duration of the disease 
process should be established. The parents may 
remark that the patient has demonstrated “swol- 
len eyes,” on arising in the morning, for a much 
longer period of time that that of obvious 
edema. A history of antecedent hematuria, 
pyuria or fevers of unknown origin suggests pre- 
vious attacks of glomerulonephritis or pyelo- 
nephritis. 

A history suggestive of hypertension may in- 
dicate a more serious disease process. Although a 
family history of allergy is obtained frequently, 
an etiologic relationship is a matter of specula- 
tion; nephrosis seldom occurs in more than one 
member of a family. 


PHYSICAL EXAMINATION 


The patient’s nutritional and cardiovascular 
status should be evaluated during the initial, 
physical examination. Extreme ascites is a com- 
mon occurrence, and together with pleural effu- 
sion may result in severe respiratory embarrass- 
ment. Penile edema may obstruct the outflow 
tract in the patient who has a severe case of 
edema. 

The importance of identifying any focus of 
infection, no matter how seemingly insignificant, 
cannot be overemphasized. Nasopharyngeal cul- 
tures should be obtained routinely. A vigorous 
search of this nature has proved to be rewarding, 
both in the initial and subsequent evaluations of 
patients. 
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LABORATORY INVESTIGATION 


The laboratory evaluation of serum and wri- 
nary constituents is of prime importance and 
must be followed by serial determinations. 
Studies performed following diuresis have greater 
diagnostic and prognostic significance. Renal 
biopsy is rarely indicated and must be approached 
with due caution; its use generally is restricted 
to the atypical case in which there is a serious 
problem of differential diagnosis. 

Serum: Blood Urea Nitrogen (BUN). The ma- 
jority of children with nephrosis have relatively 
normal BUN values; however, an elevated BUN 
may become a matter of major concern in the 
severely edematous, oliguric patient. 

Cholesterol. An elevation in serum cholesterol 
is, by definition, one of the cardinal findings in 
the nephrotic syndrome. It may reflect an in- 
creased production of beta lipoproteins by the 
liver or a decreased rate of removal of cholesterol 
from the circulation. 

Serum Proteins with Albumin/Globulin Ratio. 
A marked reduction in the concentration of serum 
albumin and gamma globulins produces a charac- 
teristic reversal of the albumin/globulin ratio. 
The hypoproteinemia is primarily caused by an 
increased protein loss (primarily albumin) via 
the altered glomerular basement membrane. 
It is thought that renal tubular reabsorption of 
protein and albumin production by the liver 
proceed at a maximal rate. These homeostatic 
mechanisms are inadequate, however, in the pre- 
sence of extreme albumin loss. 

Serum Electrolytes. The dilutional or hyper- 
volemic hyponatremia commonly found during 
the edematous phase usually does not produce 
symptoms of the “low sodium syndrome” and 
rarely requires specific replacement therapy. The 
serum sodium concentration should be mail- 
tained above 120 mEq./L., otherwise hydrogen 
ion transport by the kidney may be compromised. 

It is important to provide maintenance calories 
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and to replace insensible and measurable fluid 
and electrolyte losses. Often, a moderate acidosis 
with depressed serum bicarbonate ion concen- 
tration is seen, but usually it does not require 
specific therapy. Serum potassium concentration 
tends to reflect the degree of azotemia and tissue 
catabolism caused by an inadequate caloric 
intake. 

Urine: Thorough examination of a freshly 
voided urine specimen is essential. The formed 
elements should receive special attention. A 
properly performed Addis count provides a val- 
uable estimate of the activity of the disease proc- 
ess. The laboratory estimation of glomerular 
filtration rate and tubular function usually is 
delayed until the patient is free of edema. 

Gross albuminuria is the rule in the manifest 
syndrome. Daily urine volume may vary from 
oliguria during the acute phase of the disease to 
polyuria during the diuretic phase. The formed 
elements can present a benign appearance or 
suggest more serious renal damage by the pres- 
ence of gross hematuria and broad cell casts. The 
persistence of such findings following diuresis 
usually indicates a serious prognosis. 


Therapy 
GENERAL CONSIDERATIONS 


A survey of recent literature quickly reveals 
several approaches to the therapy of nephrosis. 
Relative merit of these approaches is difficult to 
assess because of the great variation in nomen- 
clature as well as diagnostic, therapeutic and 
follow-up criteria. 

Therapy must remain empiric until a definite 
cause is established. The major aim of therapy 
Is to minimize manifestations of the disease 
despite continuing activity of the underlying 
Process. Treatment, though nonspecific, can be 
highly successful insofar as it is possible to evalu- 
ate ultimate results on the basis of a few years’ 
follow-up. However, treatment must be under- 
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@. Endothelial Cell Nucleus 
b. Endothelial Cell “Pore” 
¢ Basement Membrane 
d. Capillary Space 


FIGURE 1. The structure of the glomerulus consists of: (1) 
The endothelial cell of the glomerular capillary which is per- 
forated with multiple “pores” of 400-900 A in diameter. 
(2) The basement membrane lies immediately beneath the 
endothelial cells, is approximately 1,500 A in thickness and 
acts as the principal barrier to the passage of large molecules 
from the glomerular capillary space to the glomerular urinary 
space. It has been postulated that the gross proteinuria asso- 
ciated with nephrosis is caused by an alteration in the base- 
ment membrane. (3) The epithelial cell lies immediately 
beneath the basement membrane and lines the urinary collect- 
ing space. Ii is attached to the basement membrane by a multi- 
tude of foot processes or pedicles, the interstices of which 
permit a flow of capillary and basement membrane filtrate 
to reach the urinary spaces. For purposes of iilustration, the 
pedicles of neighboring epithelial cells are drawn apart. 
Actually the interstitial spaces are approximately 100-200 A 
in width. 


e@. Epithelial Cell Trabecula 
f. Epithelial Cell Pedicle 


taken with an awareness of the complications 
which may arise due to the therapeutic agents 
employed. 

The ability of adrenocorticotropic hormone 
(ACTH) and adrenal cortical steroids to ameli- 
orate the manifestations of the nephrotic syn- 
drome has been observed repeatedly since the 
early 1950’s. Many steroid preparations have 
been used and all have proved effective to vary- 
ing degrees. Many of the undesirable side effects 
associated with the use of adrenocortical steroids 
in the quantities needed for treating this disorder 
have been successfully avoided by developing 
a program of intermittent therapy. Fortunately, 
the intermittent use of steroids does not com- 
promise their therapeutic effectiveness. 


113 


@- Urinary Collecting Space 


S. 1 
micron 
al 
od 
us 
a- 
ly 
N 
ne 
ol 
in 
n- 
1€ 
ol 
0. 
m 
4 
0. 
in . 
e. 
of 
er 
ie 
e- ‘ 
[- 
1e 
n- 
d. 


The Management 
of Childhood Nephrosis 


An increased incidence of focal and diffuse 
urinary tract infections (usually caused by Pro- 
teus, E. coli, Staph. aureus or A. aerogenes) has 
been observed in the nephrotic syndrome, and 
characteristically there is an elevated leukocyte 
count in the urinary sediment by Addis count. 
Until recent years, pyelonephritis was frequently 
found at autopsy. Although a relationship of 
these infections to the manifest syndrome has 
never been proved, it was thought that the 
judicious use of urinary tract chemoprophylaxis 
was justified. Various therapeutic programs have 
been attempted; with the continuous use of 
any one agent, resistant organisms eventually 
were found in the urine in most cases. The use 
of a regimen combining urinary antisepsis and 
various acidifying agents has made it possible 
to prevent, for the most part, the growth of re- 
sistant organisms and to note the slow but per- 
sistent reduction of the leukocytes in the urinary 
sediment to normal values. The benefit of this 
program of intermittent urinary antisepsis pre- 
viously had been proved in established cases of 
chronic pyelonephritis. This improvement in the 
Addis count may take months but it has been a 
consistent finding in all patients treated with 
these agents. 

Patients are also maintained on prophylactic 
penicillin, except in the rare case when there is 
an idiosyncrasy to the drug. 

Program of Management—Phase I: The Active 
Syndrome. Hospitalization is indicated to permit 
a thorough initial evaluation of the patient in- 
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cluding identification and treatment of possible 
foci of infection and, by the use of ACTH or 
adrenal steroids, to produce a clinical and chemi- 
cal remission. ‘ 

Diuresis and clinical improvement can be an- 
ticipated in patients with the nephrotic syndrome 
who do not have irreversible renal damage. A 
diagnostic (and prognostic) work-up usually 
cannot be satisfactorily completed until the syn- 
drome is in remission. 

Institution of ACTH Therapy. ACTH is 
usually restricted to the treatment of the fully 
manifest syndrome. Recognizing that the quan- 
tities of ACTH used are in the pharmacologic 
and not in the physiologic range, the usual daily 
dose consists of 80 to 120 u. of ACTH gel, given 
in one injection. Treatment for 10 to 14 days is 
usually adequate and is terminated two to three 
days following the onset of diuresis. In our ex- 
perience, more prolonged courses of ACTH have 
been required when the initial dose was inade- 
quate. Such a delayed response to treatment 
also may occur when the syndrome has remained 
uncontrolled for an undue time. 

Maintenance electrolytes and calories should 
be provided during treatment with ACTH. Wa- 
ter intake should be restricted to the replacement 
of insensible and measurable losses. Deficits or 
excesses of water and electrolytes must be mini- 
mized; therefore, it is particularly important to 
maintain a “balance” program throughout the 
course of ACTH therapy and during diuresis. 

Complications attributable to ACTH therapy 


DONALD E. PICKERING, M.D. (left) was graduated from the University 
of California Medical School (’49) and following an internship at the Uni- 
versity of California Hospital, took a pediatric residency there and at Yale 
University. Dr. Pickering was director of the Pediatric Endocrine and Meta- 
bolic Laboratory, University of California, until 1956, at which time he 
joined the University of Oregon’s Department of Pediatrics. He became 
professor of pediatrics in 1958 and has recently been appointed director of 
the Western Regional Primate Center. His coauthor, GEORGE R. KERR, 
is a research associate in pediatric endocrinology and metabolism at Oregon. 
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are uncommon if proper attention is given to the 
previous considerations and the following addi- 
tional aspects of management: (1) prompt and 
adequate treatment of infection; (2) screening for 
tuberculosis and gastric ulcer; (3) correction of 
nutritional problems, and (4) maintenance of a 
satisfactory psychosocial environment. 

We have used this therapeutic program in 
many nephrotic patients hospitalized for diuresis 
during the past decade with only one complica- 
tion which could be attributed to ACTH. This 
was hemorrhage from a gastric ulcer. We have yet 
to see an uncontrolled infection during the course 
of therapy, and have encountered neither acute 
renal failure nor cardiovascular deterioration. 

Chemoprophylaxis. In addition to ACTH ther- 
apy, a long-range program of chemoprophylaxis 
and urinary tract antisepsis is instituted. This 
consists of the daily oral administration of peni- 
cillin and, in sequence, nitrofurantoin (Furadan- 
tin®®) and methenamine mandelate (Man- 
delamine®) on alternate weeks. We have not 
been confronted with an outgrowth of drug- 
resistant organisms with this program, and com- 
plications have been minimal. Mandelic acid 
requires a urinary pH below 5.5 to be effective; 
for this reason we prescribe ammonium chloride 
as an acidifying agent during the week that 
methenamine mandelate is being taken. 

Dietary Management. The patient is offered an 
attractive diet, high in carbohydrate, adequate 
In protein and without added salt. It is usually 
prudent to add a potassium supplement of 3 
mEq. per kilogram body weight per day during 
the diuretic phase. 

Diuretic Agents. Ordinarily, it is not necessary 
to resort to specific diuretic agents when proper 
attention is given to fluid and electrolyte balance 
during the acute stage. Plasma expanders and 
albumin have such a short-lived effect that their 
use is indicated only in extreme cases. 

_ Phase II: The Postdiwretic Stage. Once diuresis 
is achieved, the renal status is evaluated more 
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thoroughly. Studies obtained during this rela- 
tively ‘“edema-free” phase are of greater prog- 
nostic value. 

ACTH is discontinued following diuresis, and 
intermittent steroid therapy is then instituted. 
The typical program consists of seven days on 
steroid followed by seven days off. Such a pro- 
gram has proved effective for maintaining the 
desired remission, and undesirable steroid side 
effects have largely been circumvented. 

We have restricted our experience to cortisone, 
hydrocortisone, prednisone and triamcinolone. 
The last compound seems superior to the other 
steroid preparations. We wish to make it clear, 
however, that the manner in which the various 
steroid homologues are used is probably more 
important than the choice of one compound over 
another. 

In general, the dose is adjusted so that the 
patient remains free of urinary protein for at 
least one-half of each fortnight. Triamcinolone 
(Kenacort®, Squibb), 4 mg. three to four times 
daily, is adequate in the majority of instances. 
The unit dose is reduced as albuminuria ceases; 
however, the dosage time schedule is unchanged. 
The fact that intermittent proteinuria may con- 
tinue indicates persistent activity of the disease 
process. Despite this, the patient remains “ede- 
ma-free” in a general state of well-being and 
without steroid side effects. 

The program of chemoprophylaxis that was 
instituted during Phase I is continued. 

Phase III: Long-Term Management. Before the 
patient is discharged from the hospital, the 
physician should review with the parents the 
long-term nature of the disease and the part they 
will play in its management. It is necessary that 
a daily record be kept of body weight, urinary 
proteins and medications. General health meas- 
ures must be optimal and intercurrent infections 
must be reported promptly. 

Exacerbations are not uncommon, and the 
parents should be advised to expect these events. 
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The Management 
of Childhood Nephrosis 


The institution of specific antibiotic agents, to- 
gether with alteration of the therapeutic regimen 
as soon as possible following the onset of an 
exacerbation, will frequently prevent rehospitali- 
zation. The important role played by the parents 
in achieving this benefit to their children is well 
accepted. It is significant that in our clinic popu- 
lation, rehospitalization for control of an exacer- 
bation has been necessary in only one case during 
the past two years. This child’s physician had 
not been consulted by the parents for an undue 
time despite the development of edema and gross 
proteinuria after an infection. The therapy pre- 
scribed during hospitalization was successful and 
was exactly what would have been given at home 
if the family had carried out its responsibility. 

Reports published before steroid therapy be- 
came widespread stressed that nephrotic children 
usually showed increased susceptibility to infec- 
tions. Our experience has been that this is evident 
only during the fully manifest syndrome, and 
that the nonedematous child does not appear to 
present such a problem. 

Chemoprophylaxis. The program instituted 
during Phase I is continued. Sensitivity to peni- 
cillin occasionally necessitates its discontinua- 
tion, and under such circumstances another agent 
is substituted. Several patients have complained 
of nausea with intake of nitrofurantoin, but most 
tolerate a dose of 50 mg. twice daily without 
distress. 

Steroid Therapy. The previously mentioned 
week-on, week-off routine for steroid therapy is 
continued. With an exacerbation and the estab- 
lishment of appropriate antibiotic therapy, the 
steroid dose is immediately increased to approxi- 
mately twice the usual level. This increased dose 
is continued for a maximum of 10 days before 
allowing a week without steroid. While it may 
not be enough to produce a complete remission, 
the proteinuria and edema are rarely of such 
magnitude that hospitalization has been neces- 
sary for ACTH diuresis. 
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Generally, we advise against immunization 
procedures while the patient is on the regimen. 
It may be significant that we have seen four in- 
stances of the syndrome following immunization 
with polio vaccine. Semi-isolation from infections 
is advised, but a concerted effort must be made 
to counteract the risk of producing a psychologic 
invalid. 

Our program of therapy has been arbitrarily 
designed so that the entire regimen is continued 
for one year following the cessation of pro- 
teinuria. Attempts have been made to discon- 
tinue the therapeutic program at an earlier time; 
however, this has resulted in a significantly higher 
relapse rate. 

Follow-up Visits. The status of the patient is 
reviewed with the parents at approximately 
monthly intervals. At this time the home record 
is carefully scrutinized. An Addis count is ob- 
tained at intervals of two to three months. 

When a year has passed following the last 
significant bout of proteinuria, all medications 
except the penicillin are abruptly stopped. Daily 
prophylactic penicillin is continued for at least 
one additional year. We have seen no compli- 
cations due to the cessation of steroid. A few 
patients subsequently have developed protein- 
uria, necessitating the reinstitution of the com- 
plete therapeutic program which is continued 
until the urine has again been protein-free for a 
one-year period. 

Final Re-evaluation. An extensive re-evaluation 
is recommended after the patient has been with- 
out medications for a full year. It is important 
to assess the renal status of the patient as thor- 
oughly as possible at this time. 


Complications Associated 
with Long-Term Steroid Therapy 


Complications associated with long-term ster- 
oid therapy have been minimal with the prev 
ously described plan of therapy. 
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1. Children treated by this program have had 
no detectable increase in respiratory infections 
compared with other children in the community. 
When infections occur, they are easily managed 
with standard therapeutic measures. As yet, 
rubella, rubeola, varicella, whooping cough and 
mumps have presented no unusual complications 
in our patients. 

2. The appearance of children on the previously 
described regimen can rarely be differentiated 
from that of normal children. 

8. Adrenal insufficiency has not been encoun- 
tered either during treatment or following the 
termination of therapy. 

4. Symptoms suggestive of gastric ulceration 
have been observed in only one patient, and that 
was during ACTH administration. 

5. We have observed no myopathies such as 
have been reported by others with the continued 
use of triamcinolone. 


6. Osteoporosis with its serious sequelae has 
not been observed. Growth retardation has occa- 
sionally occurred in association with higher 
steroid dose levels; a proportionate delay of skel- 
etal maturation has also been observed. These 
effects have been transient and are thought to 
be of small consequence. 

7. We have not encountered any cases of 
steroid diabetes. 

8. The usual psychologic problems common to 
chronically ill children have been significantly 
reduced rather than increased as a result of this 
program. It must be pointed out, however, that 
occasionally a child has shown definite altera- 
tions of mood, and behavioral changes have 
occurred during the periods of steroid adminis- 
tration. Peculiarly, these changes often have 
been brought under control by switching to an- 
other steroid. This has been a problem in no 
more than 5 per cent of our cases. 


High Fat Diet 


THE POPULAR PRESS has advocated a weight re- 
duction diet containing increased fat but little 
carbohydrate. This concept is based on the pre- 
mise that fat could augment energy expenditure. 

Olesen and Quaade report a controlled study 
of the effect of a high fat and low carbohydrate 
diet in the hospital treatment of eight obese wom- 
en. The initial weight loss on this diet ceased 
after a few days and was explained by the loss of 
water from body deposits. The continued intake 
of the high fat diet affected body weight in the 
way expected for the number of ¢alories ingested. 
The oxygen consumption of the patients, meas- 
ured during rest and with exercise, was no higher 
on a fatty diet than on the standard reduction 
diet. (Lancet 1:1048-1051, May 14, 1960.) 
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Nice Physicians 


THERE ARE PLENTY of capable physicians but 
there is a need for physicians who are nice to 
people. To some, this art seems to be inherent; 
to others, it has to be a conscious and planned 
part of their behavior. Often, we look askance at 
those members of our profession who are so nice 
to people that they allow their scientific knowl- 
edge to deteriorate. Invariably these individuals 
have highly successful practices much to the 
dismay and chagrin of their more scientifically 
oriented colleagues. The patients of these physi- 
cians are unusually loyal. 

Because of our disdain for the professional 
qualifications of this type of physician, many of 
us swing far in the opposite direction. Sometimes, 
we erroneously associate the quality of being 
“too nice’ to our patients with professional 
mediocrity. Nothing could be farther from the 
truth. (U.S. Armed Forces Medical Journal, 
July, 1960, p. 749.) 


Psychotherapy in Family Practice 


RECENTLY, Gordon has considered the problem of 
psychotherapy as administered by the family 
physician. The author is not concerned with pro- 
longed or intensive therapy more adequately car- 
ried out by psychoanalysis or other techniques. 
The family physician, on the other hand, can offer 
a great deal of help to his patients if he has some 
understanding of them in three categories. 

Gordon calls the first the “‘special role prob- 
lem.” This refers to the demands and expectations 
which society places on a person in relation to his 
age, sex, marital status, economic position, etc. 
In our society, people may find themselves poorly 
prepared for some of these, such as the difference 
between generations and the problems of adjust- 
ment required of the older people. 

The second category he labels “intelligent ad- 
justment to a changing world.” This involves 
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learned behavior patterns; thus, individuals 
must be motivated to understand and control the 
influences of environment upon their emotions. It 
is important for individuals to know and respect 
their own limitations and to develop a system of 
values that is appropriate to their situation. Since 
society rewards certain performances and pun- 
ishes others, successfully adjusted persons have 
had in their background: (1) guidance by depend- 
able and experienced helpers, (2) a moderate 
amount of punishment for errors and (8) the 
constant opportunity to learn by example from 
those they admire. 

The third category has to do with the learning 
of principles and procedures applicable to flexible, 
intelligent adjustment to life in a changing so- 
ciety. This, of course, is directly related to psycho- 
therapeutic management. A review of the in- 
dividual’s past life, both distant and immediate, 
may furnish valuable clues to unfavorable be- 
havior patterns. Patients may consciously take 
action to avoid the undesirable patterns and to 
learn new ones. The counseling physician helps 
the patient think, discuss and plan before acting, 
rather than reacting on an emotional basis. It is 
usually necessary for the patient to re-expose 
himself to those situations which have caused the 
trouble in the past, but which he now under- 
stands and is better able to control. This is a 
gradual stepwise process with large doses of en- 
couragement from the physician. 

In every patient’s life emotional crises arise for 
which the physician can accomplish little, psycho- 
therapeutically. He serves his patients best by 
avoiding participation in impetuous decisions. 
His plan is generally to counsel postponement of 
action until all parties concerned may meet in the 
quiet professional atmosphere of his consulting 
room. Close cooperation with the patient’s family 
and relatives, particularly taking care to keep 
them informed of the problem and its progress, Is 
likewise important. (Journal of the Medical So- 
ciety of New Jersey, 57:292, June, 1960.) 
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Relative Activity of Penicillins 


GARROD compared the antibacterial activity in 
vitro of benzyl penicillin (penicillin G), phenoxy- 
methyl penicillin, (V) and the potassium salt of 
2, 6-dimethoxypheny] penicillin (B). His observa- 
tions reveal considerable differences in antibac- 
terial activity in vitro among the three penicil- 
lins. Insofar as in vitro tests are an indication of 
therapeutic activity, the following conclusions 
may be drawn. 

B is decidedly the penicillin of choice for treat- 
ing resistant staphylococcal infections and might, 
indeed, be preferred for all such infections when 
facilities are not readily available for determining 
whether they are resistant or not. The usual order 
of activity against penicillin-resistant staphylo- 
cocci in the form of tests which measure resistance 
to penicillinase is ‘“B is greater than V which is 
greater than G with wide differences.’’ The order 
against streptococci is ‘“G is greater than V which 
is greater than B with only small differences.” 
However, the higher blood levels attained with B 
may compensate for these differences. The order 
against H. influenzae and Proteus is also “G is 
greater than V which is greater than B.”’ (British 
Medical Journal, 5172:527, February 20, 1960.) 


Vagectomy-Antrectomy for Duodenal Ulcer 


CURRENTLY, the most common operations per- 
formed for definitive treatment of duodenal ulcer 
are subtotal gastric resection, vagotomy with 
limited resection and vagotomy with gastric 
drainage. The necessity of offering safe, curative 
treatment to a large number of patients not 
satisfactorily managed by a medical regimen has 
influenced Burdette and Fitzpatrick to attack 
both the cephalic and gastric phases of gastric 
secretion by a vagectomy-antrectomy with gas- 
troduodenostomy or, if the latter is not tech- 
nically feasible, gastrojejunostomy. 

This operation has been performed on 50 pa- 
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tients. The indications for operation are listed in 
the table below. The patients were all males. There 
were no deaths in this series. The complications 
were relatively mild; there were five patients 
with superficial wound infections and five pa- 
tients with mild postoperative pneumonitis. 
There were two patients with anastomotic leaks, 
one required reoperation. All patients had a re- 
duction in their postoperative total acidity. 
Almost all patients ate normally and maintained 
their weight. To date, no patients have experi- 
enced a recurrence of the ulcer. The dumping 
syndrome was not a problem in this procedure. 

In 43 patients a gastroduodenostomy was per- 
formed. In seven patients it was necessary to per- 
form a gastrojejunostomy. It was possible to re- 
move the ulcer completely in all cases. (Annals 
of Surgery, 149:875, 1959.) 
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The Postperfusion Syndrome 


KREEL and his colleagues have been interested in 
the complications of extracorporeal circulation 
used in conjunction with open heart surgery. 
These responses are independent of the type of 
cardiac lesion being corrected but are related to 
the total body perfusion carried out during the 
surgery. 

A 16-year-old girl was admitted for surgical 
repair of an interatrial septal defect. She had an 
uncomplicated closure of the defect during which 
total body perfusion was carried out for a period 
of 15 minutes. Her postoperative course was 
marked by severe and sudden decreases in hemo- 
globin concentration without any corresponding 
elevation of serum bilirubin or plasma hemo- 
globin levels. Her white blood cell count rose to 
22,000 together with atypical lymphocytes in the 
peripheral smear. Follow-up examination re- 
vealed the disappearance of these abnormalities 
and she has remained well subsequently. 

An 18-year-old girl was operated on for inter- 
atrial septal defect. Total perfusion time was 20 
minutes and the surgery was uneventful. Her 
postoperative course was marked by the presence 
of an anemia which reached 9.6 Gm. per cent of 
hemoglobin on the twelfth postoperative day. 
She also exhibited daily fever to 102°F. until the 
tenth postoperative day. In addition, 2+ albu- 
minuria and microscopic hematuria began on the 
night of surgery and persisted for seven days. The 
patient was discharged on the twenty-fifth post- 
operative day and has remained well. 

An 11-year-old boy had uncomplicated surgical 
repair of an interatrial septal defect with a per- 
fusion time of 16 minutes. Immediately following 
surgery he developed severe oliguria which per- 
sisted for eight days and exhibited a maximum 
blood urea nitrogen concentration of 168 mg. per 
cent. He eventually had a satisfactory diuresis 
and by the seventeenth postoperative day his 
blood urea nitrogen had returned to normal levels. 
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Further complications ensued in the form of 
gastrointestinal bleeding with severe drops in 
hemoglobin levels. The patient was discharged on 
the forty-second day and has remained well. 

These cases, together with others, suggest the 
occurrence of a clinical syndrome which the 
authors term the postperfusion syndrome. It is 
characterized primarily by low-grade fever, re- 
current anemia, leukocytosis, albuminuria and 
microscopic hematuria. Gastrointestinal bleeding 
and atypical lymphocytes are less common but 
are illustrated in the present group of cases. 

The etiology of this syndrome may be related 
to: (1) the effects of microemboli during perfusion, 
(2) premature hemolysis of red blood cells because 
of the mechanical effects of extracorporeal cir- 
culation and (3) the presence of undetected septic 
foci. It is significant that in all cases the syndrome 
is self-limiting and without apparent long-term 
effects. Management has been empiric through- 
out. Blood transfusion, antibiotic therapy, ant- 
acids and antipyretics have all been used with 
good symptomatic results. (Journal of Mt. Si- 
nat Hospital, 27:47, 1960.) 


Staphylococcal Carriers 


WHILE THE HOSPITAL staff is known to be an 
important reservoir of staphylococcal infection, 
the extent of the carrier state in the normal, un- 
confined population has not been defined. Millian 
and his colleagues examined 577 randomly 
selected, apparently healthy individuals for the 
presence of coagulase-positive staphylococci. 
There were no significant differences in the 
carrier rate by sex, age or season but there was a 
very significant racial difference. The white 
population carried coagulase-positive staphylo- 
cocci two and one-half times more frequently 
than the Negro population. More than one-third 
of all whites examined were found to be carriers. 
(American Journal of Public Health, 50:791-798, 
June, 1960.) 
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Fatal Rabies due to Bat Bite 


IT Is generally recognized that bats are suscepti- 
ble to infection with rabies virus and some harbor 
the virus as symptomless carriers. The saliva of 
these carrier bats is infectious. Although there 
are a few cases in the literature of human rabies 
associated with the exposure to bats, there is 
no absolutely unequivocal evidence that infected 
insect-eating or fruit-eating bats can transmit 
the virus to man by biting. Lennette and his 
colleagues now present laboratory evidence that 
definitely relates a fatal human case of rabies to 
the bite of an infected bat. 

A 53-year-old woman was bitten on the finger 
by a silver-haired bat (Lasionycteris noctiva- 
gans) which she had picked up from the ground. 
Microscopic examination of the bat brain re- 
vealed the presence of Negri bodies. On the 
fourth day after exposure the victim received 
rabies hyperimmune serum and a full course of 
rabies vaccine, but died of rabies two months 
after the bites were inflicted. Rabies virus which 
had been recovered earlier from the brain of the 
bat, was also recovered from the human victim. 

It has been known since early in the 20th 
century that in South America rabies is harbored 
by vampire bats and can be transmitted to man 
and cattle. 

Only insect-eating bats are found in the United 
States. The first isolation of rabies virus from an 
insect-eating bat was made in Florida in 1953. 
Reported attacks on human beings by bats other 
than vampire bats have been few. In three such 
instances, the biting bats were shown to be rabid; 
but the victims who received antirabies vaccine 
remained well. The case reported by Lennette and 
his associates is believed to be the first instance 
in which evidence for a cause and effect relation- 
ship of bite to infection is complete, since the 
virus was recovered from both the vector and the 
victim. (Journal of Laboratory and Clinical 
Medicine, 55:89, 1960.) 
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Adrenals and Lung Cancer 


ADRENAL HYPERFUNCTION has been observed re- 
peatedly in cancer of the lung. Werk and Sholiton 
have measured plasma 17-hydroxycorticosteroids 
in 22 patients with varying stages of lung cancer. 
They found these corticoid levels significantly 
higher in the lung cancer group than in the other 
two groups with nonneoplastic disease. The in- 
creased adrenal cortical tissue noted at autopsy 
tended to confirm the laboratory findings. (Can- 
cer, 13:469-481, May-June, 1960.) 


Catecholamine Excretion 


DURING EXPOSURE to cold, mammals increase 
heat production by two means. The first method 
consists of gross muscular activity and shivering. 
The second is a chemical method consisting of 
increased hormone production, enzymatic adap- 
tations and other biochemical changes which in- 
crease heat production independent of muscular 
contraction. Several studies have shown sym- 
pathoadrenal activity increased during exposure 
to cold. 

Since epinephrine is known to have marked 
calorigenic activity, Arnett and Watts have 
studied the effect of exposure to cold on the 
urinary excretion of epinephrine in man. 

Male subjects were subjected to a cold stress 
of 6.5°C. for one hour. One-hour urine samples 
were collected immediately before and after the 
exposure and epinephrine and norepinephrine 
were extracted from the urine and determined 
fluorometrically. A significant increase in the 
excretion of these amines was found by two dif- 
ferent methods, a more marked increase was 
noted for epinephrine. 

These authors conclude that the secretion of 
epinephrine and norepinephrine is involved in the 
chemical control of heat production during expo- 
sure to cold in man. (Journal of Applied Physi- 
ology, 15:499, May, 1960.) 
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Infarction of the D ling Col 
INFARCTION of the descending colon due to infe- 
rior mesenteric artery occlusion alone is uncom- 
mon. In contrast, infarction of the ascending 
colon and of the small bowel secondary to occlu- 
sion of the superior mesenteric artery is a far 
more common clinical and pathologic entity. The 
inferior mesenteric artery is shorter than the 
superior mesenteric artery and supplies a smaller 
segment of bowel. Moreover, abundant anasto- 
moses exist between the inferior mesenteric artery 
and the superior mesenteric artery above, and 
between the inferior mesenteric and the middle 
hemorrhoidal branches of the hypogastric artery 
below. When these anastomoses are intact, in- 
farction of the descending colon is unusual. When 
the anastomotic circulation is competent, the in- 
ferior mesenteric artery may be ligated with im- 
punity. For example, in the course of surgery for 
cancer of the rectum or sigmoid, a high ligation of 
the inferior mesenteric artery is done to adequate- 
ly remove the pathways of lymphatic drainage. 
In most cases of aneurysm of the abdominal 
aorta, the inferior mesenteric artery is already 
thrombosed when the abdomen is explored. Cus- 
tomarily, the artery is ligated and divided before 
the aneurysm is replaced with a graft. 

Thus, the inferior mesenteric artery may be 
ligated or divided with impunity. At times its 
occlusion gives rise to infarction of the descend- 
ing colon. When this happens, impairment of the 
anastomotic circulation is a frequent finding. 

McCort presents three illustrative cases. In 
two of these cases, advanced atheromatous 
changes were found in the aorta and superior 
mesenteric arteries, as well as occlusion of the 
inferior mesenteric. In one case the patient pre- 
sented a long history of vascular disease. This 
patient had had an amputation of the right and 
subsequently of the left leg for gangrene of the 
feet. Eighteen months before admission he had 
had a posterior myocardial infarction. There was 
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ample evidence for diffuse vascular disease. Thus, 
impairment of the anastomotic circulation, when 
the mesenteric artery is already occluded, may 
precipitate infarction. However, the reverse may 
be true; acute thrombosis of the inferior mesen- 
teric artery may precipitate infarction if the col- 
lateral supply has been previously involved by 
disease. In either event, infarction of the descend- 
ing colon appears to occur only when both the 
direct and the anastomotic circulation are com- 
promised; loss of the direct circulation possibly 
produces no symptoms as long as the collateral 
circulation is adequate. 

Infarction of the descending colon has a more 
insidious onset than infarction of other portions 
of the bowel. Since the left side of the bowel is 
primarily concerned with the storage of fecal ma- 
terial, it plays a less important part in the absorp- 
tion of food and in the dynamics of fluid balance. 
Therefore, a disturbance in bowel function is 
relatively slow in appearing. In reported cases 
and in the three cases of McCort, the onset was 
manifested by pain that tended to localize in the 
lower left portion of the abdomen. The duration 
of symptoms before admission varied consider- 
ably, and this was attributed to variation in the 
severity of occlusion. Loose, bloody stools were 
followed by obstipation; the abdomen became 
distended and tender. Repeated vomiting was 
common. A shocklike state developed in all pa- 
tients. The author suggests that sigmoidoscopy 
might facilitate diagnosis. The finding of swelling, 
edema and necrosis in the mucosa of the rectum 
and sigmoid would substantiate a diagnosis of 
infarction. Radiographically, the infarcted de- 
scending colon is contracted, and gaseous disten- 
sion tends to occur proximal to the involved seg- 
ment. The bowel wall is thickened and nodular, 
with multiple mucosal ulcerations. Haustral 
markings are obliterated. Increased intraperi- 
toneal fluid may be present. These changes are 
occasionally apparent on plain radiograms and 
may be demonstrated by barium enema studies. 
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Prompt recognition of the vascular accident 
and immediate resection of the infarcted bowel is 
the treatment of choice. The disease is more com- 
mon in the older age group, and unfortunately, 
pre-existing generalized vascular disease renders 
this group a poor risk for surgery. (New England 
Journal of Medicine, 262:168, 1960.) 


Bell’s Palsy 

DALTON EXAMINED 107 patients with facial paral- 
ysis during a two-year period from 1954 to 1956. 
In ten of these patients, preliminary investiga- 
tion established pathologic causes such as chronic 
mastoid infection, epidermoid tumor, fracture in- 
volving the temporal bone, sarcoidosis, acute 
middle ear infection and brain stem glioma. 

In the remaining 97 patients, four groups were 
differentiated with regard to the severity of the 
associated symptoms: Group A: facial paralysis, 
herpetic vesicles, eighth-nerve symptoms and 
pain—that is, Hunt’s syndrome (herpes zoster 
oticus); Group B: facial paralysis, eighth-nerve 
symptoms and pain; Group C: facial paralysis 
and pain, and Group D: facial paralysis only. 

The prognosis for recovery of facial function 
becomes worse if pain and associated nerve le- 
sions are present. Analgesics and bed rest were 
advised when necessitated by pain and vertigo, 
and local treatment with radiant heat was pre- 
scribed if pain was present. Spontaneous recovery 
occurred in 75 to 85 per cent of the patients. 
(British Medical Journal, June 11, 1960, pp. 
1765-69.) 


Rheumatic Nodules 


In THE OLDER literature, nodules have been con- 
sidered as a manifestation of particularly severe 
forms of rheumatic fever. This has prompted 
Baldwin and her colleagues to review the immedi- 
ate and long-term prognosis of patients with 
nodul:s observed during a 30-year period, 1928 to 
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1958. The patterns of this disease in the first 15- 
year period were compared with those of the sec- 
ond 15-year period. The purpose of the study was 
to confirm or deny the impression that during the 
past 25 years the incidence and severity of rheu- 
matic fever have declined. 

The over-all results of this study are shown in 
the diagram below. In the period 1928 to 1942, 
98 deaths occurred in the course of 599 attacks 
of rheumatic carditis. During the second 15-year 
period, 1943 to 1958, 15 deaths occurred during 
349 attacks of rheumatic carditis. The percent- 
age of attacks of carditis with nodules during 
the two periods showed no significant difference. 
However, nodules occurred only in patients with 
active carditis. The severity of carditis was not 
correlated directly with the number of nodules. 
The mortality rate among patients with a few 
nodules, ten or less, was greater than that among 
patients with 11 to 30 nodules. Nodules rarely 
were observed during the first weeks of an acute 
rheumatic attack. They usually appeared after a 
month of illness and occurred most frequently in 
patients in whom rheumatic activity persisted for 
many weeks or months. (J. Pediat., 56:465, 1960.) 


20 1928 to 
1943 to 1958 
5- 
5 5 
All attacks Carditis Carditis 
of carditis with nodules without 
nodules 


Deaths resulting from rheumatic carditis. Total cases: 599 in 
period 1928 to 1942; 349 in period 1943 to 1958. 
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Anaphylactoid Purpura in Children 


ALLEN, Diamond and Howell have published a 
comprehensive review of the Schénlein-Henoch 
syndrome with particular attention to the renal 
complications. Historically, this syndrome of pe- 
culiar visceral crises associated with purpura and 
edema of the feet and hands was described more 
than 150 years ago. Schénlein described the 
arthritic component in 1837 and Henoch added 
the colicky abdominal pain with gastrointestinal 
hemorrhage to the clinical picture in 1874. Osler 
emphasized the renal involvement in a series of 
articles between 1895 and 1914. The present 
authors have reviewed a series of 131 patients 
in order to clarify the variations in the clinical 
picture as well as the facts regarding the develop- 
ment of chronic renal disease in anaphylactoid 
purpura in children. 

Certain clinical facts were of interest. The 
largest number of patients was seen during the 
spring months of March, April and May. The 
entire group of patients ranged in age from 6 
months to 16 years, with a median of about 4 
years. Two-thirds of the patients were boys, and 
all but one of the 131 patients was white. Analy- 
sis of the allergic history of the patients and their 
families revealed that neither allergens nor aller- 
gic reactions to exogenous stimuli seemed to play 
a major role in most of the group. 

A definite history of an upper respiratory in- 
fection one to three weeks before the onset of the 
symptoms was elicited in two-thirds of the pa- 
tients. Of the remainder, a substantial group had 
a history of fever or evidence of upper respiratory 
infection on direct examination. In all, therefore, 
about 90 per cent of the patients had evidence 
of infection and/or fever prior to the onset of the 
symptoms. 

The clinical picture included a characteristic 
rash in 100 per cent of the patients, fever in 75 
per cent, joint pains in 68 per cent, abdominal 
pain in 53 per cent and a variable number with 
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extremity edema, melena, hematuria, scalp edema 
and hematemesis. 

The skin involvement is quite characteristic 
and is frequently urticarial at the onset. Then 
it is replaced by macular or maculopapular le- 
sions. The most common distribution is on the 
lower leg and feet, above the knees, over the 
buttocks and occasionally, on the arms and face, 
but rarely on the trunk. Petechial lesions are in- 
terspersed among the macules. 

Periarticular pain, tenderness or swelling was 
the second most common finding. The ankles and 
knees were most frequently involved. The joints 
were swollen and tender, but rarely red or warm. 
X-ray examination revealed no change in the 
joint space. Joint involvement was transient and 
left no residual deformity. 

Gross or microscopic hematuria was seen in 
nearly half of the patients. It was never present 
before the onset of other symptoms and in each 
case it followed at least two of the other major 
manifestations of the disease. This sequence dif- 
ferentiates the renal involvement from other 
nephritides. Oliguria was seen occasionally, but 
no patient developed complete anuria. Diastolic 
blood pressures of more than 90 mm. Hg were 
found in 13 of 181 patients, and azotemia was 
seen in 12 of the patients with renal involvement. 

The gastrointestinal and other manifestations 
of the disease are further described by the authors. 

In the laboratory examination a tourniquet 
test, bleeding time, clotting time, prothrombin 
time and thromboplastin generation tests were 
normal in all patients in whom these tests were 
performed. Nose and throat cultures taken at 
the time of admission yielded significantly posi- 
tive cultures in 82 per cent of the patients. These 
were largely hemolytic Staphylococcus aureus, 
beta hemolytic streptococcus, pneumococcus and 
Hemophilus influenzae. Platelet counts were unl- 
form in the normal or elevated range. 

The results of corticosteroid treatment were 
analyzed. The most impressive benefits of corti- 
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costeroids were in those patients with soft tissue 
swelling, joint symptoms and gastrointestinal 
colic. These drugs were not useful in the manage- 
ment of the skin or renal manifestations. 

Of the 131 patients, 74 were available for fol- 
low-up examination of rena] function. Addis 
counts and creatinine clearances were obtained 
on all of this group. Of the 74 patients, 21 had 
one or more abnormalities. The largest number 
of abnormalities was found in the Addis count 
with increased excretion of red cells and the ex- 
cretion of greater than normal amounts of protein. 
Urinary casts and reductions of creatinine clear- 
ance were found to a variable extent. The persist- 
ence of urinary abnormalities was most frequent 
in patients whose acute episode had been char- 
acterized by relatively severe renal involvement. 
Two patients of the follow-up group died as a 
direct result of their nephritis, and one other had 
developed a nephrotic syndrome. The authors 
believe that no definite statements on the natural 
history of renal involvement in this disease can 
be made until a follow-up study is extended over 
a 20- to 30-year period. 

One final point concerns the management of 
abdominal pain and gastrointestinal hemorrhage 
in analphylactoid purpura. Although both of these 
manifestations may be somewhat controlled with 
corticosteroids, it is most important that the pa- 
tient be closely observed for the development of 
obstruction due to intussusception. Such an event 
requires immediate surgical relief. (AMA Jour- 
nal of Diseases of Children, 99:833, June, 1960.) 


Hypnosis 


HYPNOsIs HAS been used in the treatment of a 
number of medical and surgical problems where 
there is a great deal of anxiety and pain, such as 
childbirth and dental procedures. A variety of 
Sensory and motor disturbances, including tics, 
Paralyses, gastrointestinal, sexual and other dys- 
functions, has also been benefited by hypnosis. 
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Pleune warns that hypnosis may not always ben- 
efit the patient since underlying psychologic 
disorders may be either disregarded or actually 
made worse if only hypnosis is offered. The prac- 
titioner who uses such adjunctive therapy must 
carefully appraise the psychologic state of the pa- 
tient before attempting hypnosis. (Annals of In- 
ternal Medicine, 52:1273-1277, June, 1960.) 


Carotid Sinus Syndrome 


HUTCHINSON AND STOCK report 16 cases of carot- 
id sinus syndrome. The main presenting symp- 
toms were vertigo, syncope, focal attacks and 
mental changes. Study of heart rate and arterial 
pressure during induced attacks revealed not 
only abrupt cardiac slowing or standstill, but also 
a fall in pressure which could not be accounted 
for by the change in heart rate alone. There was 
no evidence of cerebral involvement in the ab- 
sence of simultaneous circulatory change. 

The authors suggest that the diagnosis of 
carotid sinus syndrome should be considered 
when a middle-aged or elderly male patient pre- 
sents symptoms consistent with cerebral ischemia, 
which can be elicited with carotid sinus stimu- 
lation. In cases which do not respond to atropine, 
attacks may be abolished by denervation of the 
affected sinus. (Lancet, August 27, 1960, pp. 
445-49.) 
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Ocular Findings in Cystic Fibrosis 


BrRucE, Denning and Spalter have described a 
hitherto overlooked feature of cystic fibrosis, 
that is, disorders of vision. Cystic fibrosis is a 
hereditary disease of children and young adults 
characterized by pancreatic insufficiency, chronic 
lung disease and excessive loss of sodium chloride 
in sweat. The etiology is unknown. 

Bruce and coworkers were first made aware of 
complaints referable to impaired vision in 1958, 
and since then they have carefully examined all 
patients admitted with the diagnosis of cystic 
fibrosis. A group of 24 such patients makes up the 
present report. The diagnosis of cystic fibrosis 
was made by a sweat chloride concentration in 
excess of 50 mEq. per liter, a trypsin content of 
duodenal fluid of less than 100 units per cc., 
chest x-rays showing the characteristic emphy- 
sema, bronchopneumonia and microcardia and 
microscopic examination of the stool showing ex- 
cessive fat. 

In all 24 patients, either edema of the nerve 
head or tortuosity of the retinal veins was noted. 
These findings varied from blurring of the disk 
outline to definite elevation. The venous disten- 
sion also varied from slight to marked engorge- 
ment. In addition, retinal hemorrhages were 
found in nine patients, a macular cyst in one and 
a macular hole in another. 

Ten of the patients were suitable for testing of 
visual acuity; four showed impairment. In five 
patients who could be examined for visual field 
defects, three showed small bilateral central 
scotomata, and the other two revealed enlarged 
blind spots. 

Some patients improved their retinopathy and 
visual status during periods of improvement in 
pulmonary function. 

In three patients, the eyes were obtained for 
autopsy. The findings included papilledema of 
the optic nerve, peripapillary detachment of the 
retina and macular changes. 
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Several aspects of the disturbed physiology of 
cystic fibrosis have been considered as possible 
causes of the eye changes: (1) chronic hypoxia 
and hypercapnia, (2) right heart failure, (3) a 
bleeding tendency, (4) increased intracranial 
pressure and (5) macroglobulinemia. 

None of these were convincing as etiologies in 
the present group of patients. The mechanism by 
which eye changes develop in cystic fibrosis is 
still not exactly known. It is interesting that these 
changes are seen only in patients with moderate 
to severe pulmonary disease who also have ele- 
vated concentrations of gamma globulin in the 
serum and cerebrospinal fluid. (AMA Archives 
of Ophthalmology, 63:391, 1960.) 


St. Anthony’s Fire 


IN THE 10th and 11th centuries in France, ergot 
poisoning from contaminated food was common. 
Several houses of the Order of St. Anthony were 
devoted to the care of sufferers from the “holy 
fire,’ so named for the burning pain and red, 
flushed faces of the ergot-poisoned patients. Al- 
though medical dictionaries also mention erysip- 
elas, Cameron and French consider that St. An- 
thony’s fire undoubtedly originally referred to 
ergotism. 

Contraindications to the use of ergot include 
peripheral vascular disease, hypertension, coro- 
nary diseases, pregnancy, thyrotoxicosis, sepsis, 
hepatic and renal disease and anemia. Since re- 
actions can occur in the absence of any known 
contraindication, the drug should be adminis- 
tered with caution. 

Intense vascular spasm may be induced in the 
sensitive individual who does not respond to any 
treatment. The authors report the case of a 45- 
year-old female who required amputation of both 
legs after a severe reaction following the oral 
administration of 7mg. of ergotamine over 4 
three-day period. (British Medical Journal, July 
2, 1960, pp. 28-30.) 
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Estrogens and Infarction 


(Western Section, American Federation of Clinical 
Research, Carmel, Calif., Jan. 25) SMALL ORAL 
DOSES of estrogens prolonged survival of men 
who had sustained one or more myocardial in- 
farctions. During three to 18 months’ treatment, 
three of 62 men receiving the hormones died, 
compared with 17 deaths among 123 untreated 
men. A preparation of conjugated equine estro- 
gens (Premarin®) was used.—Dr. JESSIE MAR- 
MORSTON and associates, University of Southern 
California School of Medicine. 


Enthusiasm 


(Broadcast by Tass, Soviet News Agency, Moscow, 
Jan. 24) PROF. MIKHAIL CHUMAKOV, who directed 
a two-year program vaccinating approximately 
100 million Soviet citizens with Sabin live-virus 
poliomyelitis vaccine, is “convinced that polio 
epidemics have been wiped out in the Soviet 
Union.” All citizens between the ages of 2 months 
and 20 years will be revaccinated this year to 
combat sporadic outbreaks, and repeated vacci- 
nation of the population and “‘systematic immu- 
nization of all new babies will be required for 
several years to combat sporadic individual 
cases.” 


Lung Cancer Culture 


(American Cancer Society announcement, San 
Francisco, Jan. 4) AFTER THREE YEARS’ effort, 
Dr. Relda Cailleau, University of California 
Medical Center, has succeeded in growing human 
lung cancer tissue in culture flasks. This permits 
study of physical and chemical behavior of lung 
cancer under controlled conditions. The cancer 
giving rise to the cultured cells was taken from 
the lung of a 58-year-old barber. Now, at the 
end of two years, this patient is still alive and 
in good health. 
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Gout and Wine 


(Society of the Medical Friends of Wine, San 
Francisco, Jan. 11) MEDICAL HISTORIES of 200 
gout patients showed no connection between the 
disease and the drinking of wine. In fact, substan- 
tial amounts of port wine were supplied to a dozen 
gout victims over a period of a year. The wine 
had no effect on the severity of the gout attacks 
in these patients.—Dr. EPHRAIM B. ENGLEMAN, 
San Francisco. 


Valuable Antibiotic 


(Food and Drug Administration announcement, 
Washington, Jan. 25) A PANEL of distinguished 
physicians finds the antibiotic, chloramphenicol 
(Chloromycetin®), a valuable drug which should 
remain on the market for medically-supervised 
treatment of serious infections. Labeling is being 
revised to add emphasis to warnings against its 
use in minor infections, and calling attention to 
the need for adequate blood studies when its use 
is required. The panel was appointed by the 
National Research Council at the FDA’s request. 
—COMMISSIONER GEORGE P. LARRICK. 


Restarting Hearts 

(American Heart Association announcement, New 
York, Jan. 18) TWENTY HALF-DAY courses in nine 
cities have been scheduled to instruct physicians 
in the closed-chest technique of reviving halted 
hearts. Correctly applied, this method employing 
controlled, intermittent pressure of the hands 
placed over the patient’s breastbone, has success- 
fully restored heart beat in 70 per cent of cases. 
Application by untrained persons can be hazard- 
ous, however. Physicians invited to the first 20 
courses will be expected to conduct similar in- 
struction in their home communities. It is not 
planned at present to teach the method to non- 
professional persons. 
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Plastic Heart 


(Instrument Society of America, St. Louis, Jan. 17) 
THE DOG’S HEART was removed. Then for 14 hours 
she lived, barked, drank water,her blood pumped 
by an electrically-operated plastic heart. It was 
one more experimental step toward substituting 
battery-driven mechanical hearts for diseased 
human hearts. The dog died of shock of un- 
identified nature. But her blood cells apparently 
were not irreparably damaged by the artificial 
heart, which operated in this case directly outside 
the chest.—WILLIAM J. FRY, biophysicist, and 
FRANCIS J. FRY and REGINALD C. EGGLESTON, 
University of Illinois. 


Cancer Chemotherapy 


(150th Anniversary Convocation of the Massachu- 
setts General Hospital, Boston, Jan. 31) WHILE 
NO ABSOLUTE instance of cure of cancer by drugs 
can yet be cited, several cases can be listed as 
“‘possibles.”” Included is one instance of leukemia, 
treated by Dr. Sidney Farber of Boston, in which 
the patient lived eight years before dying of 
another ailment.—PRoFr. ALEXANDER HADDOw, 
Chester Beatty Institute, London. 


Split-Second Thinking 


(Ibid., Jan. 31) “A surgeon of my generation 
cannot but marvel at the rapidity of thought 
with which the younger cardiac surgeons deal 
with intensely critical situations.’’ Like jet pilots, 
they often must make “a fearful decision in sec- 


onds. ... I have the uncomfortable feeling that 
these judgments are easier for the mind that 
truly comprehends the measurements of mathe- 
matics and physics.”—Pror. A. L. D’Asreu, 
University of Birmingham, England. 


Psychology and Diet 


(New York Heart Association Conference on Ath- 
erosclerosis, New York, Jan. 24) “The public will 
not eat a diet over any long period of time,”’ so it 
might be better to suggest a ‘“‘way of life’’ rather 
than a diet. Substituting some unsaturated fats 
for saturated ones is “a perfectly practical way to 
live. We have adopted it in our home for the past 
year and a half. The trick is to avoid telling the 
family ... Just as soon as ‘diet’ is mentioned, 
children won’t like the food, no matter how de- 
lectable it is.’—Dr. IRVINE H. PAGE, Cleveland 
Clinic. 


Chromosome Aberrations 


(Symposium on Congenital Malformations, Okla- 
homa City, Jan. 26) THUS FAR, at least four, fairly 
clear-cut clinical syndromes have been recognized 
which appear to be causally related to triosomy 
of one of the chromosomes. Since there are 23 
chromosome pairs, it might be supposed that 
there will be 23 trisomic syndromes. Since, in 
general, the severity of the abnormality is related 
to the length of the chromosome, it can be as- 
sumed that for some of the larger chromosomes, 
trisomy would be fatal—Dr. ALEXANDER G. 
BEARN, The Rockefeller Institute, New York. 
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Prevention of Bilirubin Encephalopathy 


Q. Is there any therapy other than exchange trans- 
fusion to prevent bilirubin encephalopathy in 
cases of hyperbilirubinemic jaundice of the 
newborn? 


A. The only established method for the preven- 
tion of bilirubin encephalopathy is exchange 
transfusion. Recently it has been shown that 
bilirubin is bound in serum by albumin. If there 
is competition for the available albumin or hypo- 
albuminemia or an excess of bilirubin, the result 
may be an accumulation of “free”? or unbound 
bilirubin (the component thought to cause ker- 
nicterus). Actual treatment using concentrated 
human serum albumin is being evaluated in 
several centers. Until controlled studies have 
been evaluated, there is no alternative to ex- 
change transfusion. 


Carbon Dioxide for Hemangioma 


Q. Please explain the method of employing carbon 
dioxide in treatment of hemangioma. I refer 
specifically to a “‘strawberry growth,” 1 in. in 
diameter and slightly elevated, on the forearm 
of a 6-month-old infant. 


A. The use of solid carbon dioxide in the treat- 
ment of cavernous hemangioma is made con- 
venient by the Kidde Dry Ice Apparatus, with 
Which applicators of several sizes are supplied. 
The applicator is chosen for use of the refrigerant 
on the entire lesion, along with a-margin of 2 or 
3mm. The baby is restrained and the refrigerant 
Pressed firmly on areas that overlap only a little 
for approximately four seconds. The lesion is 
frozen solid, quickly melts and soon blisters. The 
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Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


wound is dusted with baby powder and allowed 
to heal dry. 

If secondary infection should occur, it responds 
quickly to tetracycline ointment. Pain is limited 
to about 60 seconds during and after the applica- 
tion. The wound is not painful if it remains 
healthy, which in the large majority of cases it 
does. 

Residual cavernous tissue not fibrosed by the 
first treatment may be retreated a month or so 
later. In the end one expects a cosmetically quite 
acceptable scar that resembles the scar of a scald- 
ing burn. In hairy areas the hair usually grows 
normally. 


Coronary Occlusion and Cold Weather 


Q. Is there an increased incidence of coronary oc- 
clusion during exertion in cold weather as com- 
pared with similar exertion during warm 
weather? If so, is there any pathophysiologic 
explanation for this? 


A. The incidence of coronary occlusion following 
exertion in cold weather is significantly increased, 
although this may be more readily verified from 
the daily newspapers than from the medical liter- 
ature. 

It is generally agreed that the peak incidence of 
coronary heart disease is in the winter months 
(Bean and Mills, Am. Heart J., 16:701, 1938) but 
there is little agreement about the importance of 
exertion in relation to occurrence of occlusion 
(Master, Dack and Jaffe, J.A.M.A., 109:546, 
1937, and French and Dock, J.A.M.A., 124:1233, 
1944). 

Possible pathophysiologic explanations are: 
(1) Cold weather exhilarates body metabolism, 
thus increasing cardiac output at the cost of 
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greater cardiac work (Bean and Mills, Am. Heart 
J., 16:701, 1938); (2) the sympathetic stimula- 
tion of cold leads to increased epinephrine output 
with resultant ‘‘cardiotoxic’” effects (Raab, 
Cardiologia, 22:291, 1953); (8) cold-induced pe- 
ripheral vasoconstriction, plus physical exertion, 
increases intraluminal pressure, thus increasing 
the risk of intimal and subintimal hemorrhage 
(Patterson, J.A.M.A., 112:895, 1939); (4) the 
lower temperature of the coronary blood pre- 
viously cooled in the pulmonary vascular bed 
creates an “oxygen differential” leading to death 
in ventricular fibrillation (Beck, Ann. Surg., 145: 
439, 1957), and (5) blood coagulability is en- 
hanced in cold weather. 


Gallstones and Left-Sided Pain 


Q. A few patients with gallstones complain of left- 
sided pain, sometimes as their only symptom. 
What is the explanation for this symptom and 
what is its incidence? 

A. This question was sent to two surgical con- 

sultants and the following answers were received: 

One: Patients with gallstones have a greater 
tendency toward recurrent attacks of acute pan- 
creatitis. Therefore, any person who suffers from 
left-sided pain and is known to have biliary 
lithiasis should be studied carefully while having 
this distress. Particular regard should be given 
to those tests likely to yield abnormal results 
during a bout of acute pancreatitis. 

Two: Left-sided pain associated with chole- 
lithiasis occurs in a small percentage of persons. 
It is noted in the left upper abdominal quad- 
rant, the left hypochondrium, the left precordial 
area, the left shoulder and even occasionally in 
the left lower quadrant. It has been suggested 
that pain of this kind is due to bilateral visceral 
innervation of the extrahepatic bile ducts. On 
occasion the pain will be only left sided and one 
must therefore postulate left visceral innervation 
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of the biliary tract. Left-sided pain particularly 
in the back and lumbar area can be related to 
pancreatitis, associated with calculus disease of 
the gallbladder. 

In the December 23, 1959, issue of Proceedings 
of the Staff Meetings of the Mayo Clinic, a report 
by Lucian A. Smith on left-sided pain in diseases 
of the gallbladder covers the subject rather com- 
pletely. 


Penicillin After Tooth Extraction 


Q. Several dentists whom I know place soluble 
penicillin tablets into the open sockets after 
extraction of teeth. I have told them that this 
practice is ineffective in preventing dissemina- 
tion of infection and risky from the standpoint 
of sensitization of their patients. As an alterna- 
tive, I suggested that they might use soluble 
bacitracin-polymyzxin tablets or preferably noth- 
ing, since any such practice is at best little more 
than topical therapy. Is my opinion on this 
justified? 


A. There is no justification for the routine use of 
antibiotics locally after the extraction of teeth. 
The small amount of antibiotic present for a 
short time is not likely to decrease the number of 
mouth bacteria and thus prevent bacteremia. It 
has been shown in other situations that the so- 
called “prophylactic” use of antibiotics in a 
“clean” operation does not prevent infection. 
Furthermore, as the question points out, hyper- 
sensitivity is likely to develop as a result of local 
antibiotic application. The bacitracin-polymyxn 
tablets would be a better choice, since these are 
not used systemically, but it would be best to use 
no antibiotics at all. 


Note: These statements apply to the use of local antibi- 
otics only, which should not be confused with parenteral or oral 
antibiotic therapy during dental extraction in patients with 
cardiac lesions susceptible to subacute bacterial endocarditis. 

—MEDICAL EDITOR 
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Special Features 


Getting the Best Service from Your Tax Adviser 


ALLAN J. PARKER, LL.M. 


ARE YOU HAVING your 1960 federal income tax 
prepared by your accountant or attorney? Some- 
times it is a good idea—particularly if you have 
somewhat out-of-the-ordinary technical prob- 
lems, such as a substantial casualty loss on the 
wreck of your car or involved securities transac- 
tions. Or perhaps you are just too busy with your 
practice to give your federal income tax return 
the time and attention you know it requires. 
Often, your tax adviser’s fee (which is itself tax- 
deductible next year) will more than be offset by 
the actual tax savings he will discover. However, 
your tax adviser can do a better job for you if 
you follow a few suggestions that will save you 
time, trouble and maybe taxes. 

First, get your tax data to your professional 
adviser as early as possible. You yourself, of 
course, answer emergency calls at 2 A.M., but the 
earlier you call in to your attorney or accountant, 
the less likelihood there will be of errors, over- 
looked deductions or unnecessary penalties for 
late filing. And if it appears as if you may be late 
in filing anyway, your adviser can probably more 
readily obtain an extension of time from the local 
office of the Internal Revenue Service than you 
can. Acceptable reasons for extensions include 
illness, unavoidable travel outside the country or 
unavailability of necessary records. 

In granting an extension, the service also wants 
to know whether your estimated tax is paid up 
to date and whether you requested an extension 
last year, too. The Internal Revenue Service is 
fairly generous about granting extensions before 
April 15th, but strict about imposing a lateness 
penalty of 5 per cent of your tax for every month 
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or part of a month you are late (up to 25 per 
cent) if you try to explain your reasons for not 
filing after April 15th. Of course, even if you are 
given extra time, any tax unpaid on April 15th 
carries interest at 6 per cent till paid because 
then you’re just borrowing money from Uncle 
Sam rather than a bank. Not having money to 
pay the tax is never an excuse, though, for late 
filing of your return. If you can’t raise the money, 
file the return anyway and pay as soon as you 
can. In short, don’t wait till the last minute to 
“do something” about your tax return. 

Try to get your tax information to your attor- 
ney or accountant all at one time and without 
gaps. A tax return is a little bit like a jigsaw 
puzzle. One part depends on another, and until 
all the pieces are on hand, it can’t even be 
started. Nothing is quite as frustrating to an at- 
torney or accountant as to have a return com- 
pleted and then have the taxpayer call to say he 
forgot to include a medical bill or contribution. 
The extra time he takes to redo a completed 
return may well be reflected in his bill. 

However competent your tax adviser may be, 
the more complete data you can give him, the 
more effectively he can serve you. Begin with 
giving him your last year’s return. This will show 
him where the possible “problem areas” are. It 
is also a check against overlooked income items. 
For instance, if last year you reported a $90 in- 
come from American Telephone and Telegraph 
Co. stock and this year your records show no 
income from this source, he’ll ask why. Perhaps 
you sold your stock, in which case there should 
be a capital gain or loss transaction on one of 
your tax returns. Or if you gave it away, you 
might have to file a gift tax return. Last year’s 
return may also suggest possible changes with 
respect to, say, depreciation deductions for a new 
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Getting the Best Service 
from Your Tax Adviser 


x-ray machine or the advantageous timing of 
trade-ins or sales of professional equipment. 

Your professional books and records, naturally, 
are the most important data in preparing your 
return. The law does not say in which form you 
must keep your records, simply that they must 
“clearly reflect income.’’ This means receipts and 
expenses for your professional practice should be 
kept up-to-date, complete and correct. Your of- 
fice records also should include any separate 
record of professional car expenses (you probably 
keep these in the glove compartment). 

The practice of spending the office cash on 
groceries or haircuts before proper records are 
made in the office books might mean that these 
items never showed up as income on a tax return. 
This has led to serious tax trouble for some 
physicians. Naturally, you wouldn’t deliberately 
underpay your taxes, but to make mistakes is only 
human and the habit of keeping careful records 
keeps you from drifting over the line from care- 
lessness to tax fraud, where the government is not 
always divinely forgiving. 

Bear in mind that you can delegate to your 
adviser the work of preparing your return, but 
not the responsibility for it. Your adviser stands 
behind your return with respect to computations 
and matters of professional judgment. If he 
makes a mistake in the interpretation of the law, 
you are not subject to negligence penalties, even 
if the mistake turns out to be a serious one. But 
he is not responsible for your records. 

Don’t rely on an overburdened memory. Keep 
records up to date and check on your office 
assistant’s work. An accountant preparing your 
return usually can’t do a year’s detail work. Even 
if he does, you’ll pay a lot more for his time per 
hour than you pay your assistant. 


Cancelled Checks, Receipts Important 


Almost as important to your accountant as 
records of your professional income and expenses 
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are receipts or other proof of other deductible 
items on your return. Your personal deductions 
for contributions, interest, taxes and so forth 
should be supported by cancelled checks or other 
receipts wherever possible because the law says 
that if your return is ever questioned, the burden 
of proof is on you. Revenue agents, on checking 
returns, sometimes give nothing but a quizzical 
smile when presented with checks made out to 
“Cash” or even with a book of check stubs. A 
check stub alone doesn’t really prove anything at 
all. 

Where a check is not obviously for a deductible 
item (such as a contribution made out to the order 
of your church’s building fund), a note on the 
face of the check will help not only to prove the 
transaction but to remind you to tell your ac- 
countant about it. For example, a $100 check to 
“Herbert Jones, trustee,’ does not tell nearly so 
clear a story as a check to “‘Herbert Jones, trustee 
for the Expansion Fund of Eastport Methodist 
Church.” 

It helps your tax adviser if you go through 
your cancelled checks and sort them into piles: 
Charitable contributions, business expenses, taxes 
and interest and other deductible categories. If 
you are not sure about some items, put them ina 
special pile for your adviser to check. Don’t 
bother laboriously adding the checks though. 
Your accountant will do this to check you in all 
events. His adding machine tape can be clipped 
to the return, and this chore won’t have to be 
done again. 
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This suggested run-through of your cancelled 
thecks will also jog your memory for deductions 
you might otherwise overlook. A check for $45 to 
the Radisson Hotel, Minneapolis, Minn., for 
instance, might not strike your accountant as tax 
deductible, but you will remember that it repre- 
sents part of your travel expense as a delegate 
to the American Legion convention last year for 
which you were not reimbursed. At that point it 
becomes deductible as a charitable contribution. 
Or perhaps the hotel check was for your state 
medical association’s convention, deductible as a 
business expense. 

Of course, not all deductible items on your re- 
turn will be evidenced by cancelled checks. For 
example, suppose your wife’s uninsured evening 
wrap was damaged when someone carelessly 
flicked a lighted match on it. She decided that she 
used it so little that it wasn’t worth replacing. 
You still have a deductible casualty loss for the 
value even though you have no cancelled check. 
It would be a good idea to make a note of this 
loss, perhaps on just a slip of paper, and put this 
record in with your envelopes of cancelled checks. 
Again, this should be enough to remind you of 
the deduction, but without this record, your ac- 
countant wouldn’t know about this loss. 

Similarly, depreciation deductions do not neces- 
sarily show up through cancelled checks. How- 
ever, save the checks for the purchase price of any 
new equipment such as an x-ray unit. They es- 
tablish your tax cost against which you will de- 
duet future depreciation. Your tax attorney can 
advise you whether it would be desirable for you 
to take the special first-year 20 per cent depreci- 
ation deduction allowed on the first $10,000 of 
professional equipment purchased in any one 
year, in addition to regular depreciation. In most 
cases, this deduction is a distinct benefit and 
should be taken. 

If you are fortunate enough to have had 
securities gains during the year, it will help your 
tax adviser if you have kept a record of these in a 
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little investor’s notebook which is also part of 
your tax records. This will show the cost of your 
securities, the dates acquired and sold and the net 
price received. Accountants are dismayed on see- 
ing a laundry box full of broker’s statements. 
Securities dividends and gains and losses usually 
can be constructed from these records, but it takes 
time. And eventually you may find yourself pay- 
ing a professional man’s time charges for relative- 
ly simple clerical work. This year in particular 
don’t overlook your dividend income or savings 
bank interest, even though the total of these 
items may not be large. This year, banks are 
sending many depositors special reminders to in- 
clude interest on returns in compliance with an 
earnest request by the Treasury Department to 
close the gap between dividends reported as being 
paid by corporations and those reported as re- 
ceived by individuals. The alternative to volun- 
tary reporting of such items might be a cumber- 
some and expensive system of withholding on 
dividends and interest similar to the withholding 
on wages. Also, the Treasury has announced that, 
even where the dollar amount involved is small, 
if it is convinced that leaving dividends and 
interest off your return was willful, it will bring a 
criminal prosecution. 

Finally, remember that even though you do ob- 
tain professional assistance with your tax return, 
it’s still your return. Look it over carefully before 
you sign it. Never sign a blank return form, hand 
it over to your adviser and then forget about it. 
Your accountant or attorney may have misunder- 
stood you on some point, or perhaps your records 
weren’t as clear or complete as you thought they 
were. Before signing, compare this year’s return 
with last year’s return. If it seems that you’re 
paying significantly more or less tax than you did 
last year, and you don’t have the impression 
that your income is that much different, always 
notify your attorney or accountant immediately. 
One taxpayer, for example, gave his accountant 
all the necessary facts to do his return. The ac- 
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countant, however, made a mistake and the re- 
turn as filed omitted a $10,000 return of a bad 
debt. The taxpayer was hit with a 5 per cent 
negligence penalty by the Internal Revenue Serv- 
ice. The Tax Court said, in upholding the pen- 
alty, “The duty of filing an accurate return 


cannot be avoided by placing responsibility on 
an agent.” With a discrepancy that large, the 
taxpayer should have known that the return was 
out of line before. he signed it. He could not 
remain blissfully ignorant at the government’s 


expense. 


WHAT OTHERS ARE SAYING... 


Supererogation and the Physician 


1N THE Articles of Religion in The Book of Com- 
mon Prayer of the Protestant Episcopal Church 
there is an interesting paragraph titled “Of Works 
of Supererogation.” The word supererogation may be 
interpreted in many ways. The religious interpretation 
is to do “over and above God’s Commandments.” 
As physicians we might interpret this “Of Works of 
Supererogation” as meaning for us to do over and 
above the usual expected from us by our patients. 

The overwhelming response from readers which 
followed the publication of two articles in The 
Saturday Evening Post and in The Reader’s Digest 
brought home to me the one area in which we as 
physicians are neglectful of our patients. Rarely was 
there any complaint of excessive fees or improper 
treatment. Contrary to what has been written in 
many articles and in survey reports, I found the 
greatest complaint of patients in all of these letters 
was, ‘‘My doctor doesn’t take time to listen to me. 
He is so busy he does what he has to do, gives me 
medicines, orders tests, and tells me when to return,” 
and so on. These people, who represented a cross- 
section of the United States, felt frustrated and 
restrained. They wanted to unburden, to talk to their 
doctors, but time would not permit this. 

What can we do about this? Are we general 
physicians so busy, and is the specialist so engrossed 
with superfineness of his specialty that neither one 
has time to listen? Is our scientific enrichment so 
great we are ashamed to take time for sympathetic 
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listening, heartfelt understanding? Do we have a 
scientific computer or a flame photometer to take the 
place of patient-to-doctor, doctor-to-patient talking 
and listening? Would you buy one if we had? 

No, I believe as did Osler and other eminent physi- 
cians through the ages that there will never be a test, 
amachine or a method to take the place of just sitting 
and listening to our patients. We speak glibly of get- 
ting an accurate history from the patient and follow- 
ing this with a thorough physical examination. Yet 
when the patient (I am quoting from the letters) 
digresses a bit from relating his history as we physi- 
cians want it, he is gently, and sometimes not so 
gently, put back on the original trend of thought. He 
is not allowed to “wander” through his history-talk- 
ing. The psychiatrists realize that “wandering” is 
good for the patient’s mind and soul. People com- 
plained to me in these letters that their doctors 
did not have time to listen to any “asides.” Yes, 
listening takes time, and time is a commodity in 
short supply with most physicians in the hurry-up 
world today. 

Some of you reading this will no doubt probably 
say to yourselves that this lack of listening happens 
only in the case of the solo private physician. I have 
news for you. Patients complained that this lack of 
listening was just as prevalent in physicians’ offices 
staffed by two or 20 doctors. This group practice 
physician does not have any more time for listening 
than does the solo practitioner. We are all at fault. 

Here is the place for supererogation. Perhaps a 
small sign on our desks, facing us squarely in the eye, 
saying “LISTEN, Doctor!” might be the solution ... 
—I. PHILLIPS FROHMAN, M.D., Medical Annals of 
the District of Columbia, November, 1959. 
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Special Feature 


A Practical 
Investment Policy 
for the Professional Man 


DAVID L. BABSON 


Mr. Babson heads the firm which 
serves as the investment counsel for Associations 
Investment Fund, Inc., the equity fund 

in the Academy’s group retirement plan. 


DOCTORS AND DENTISTS face a radically different 
problem in providing for their retirement than 
most business executives and public officials do. 
In order for them to save a dollar they not only 
must earn the dollar but they must also earn the 
income tax they pay on it. Each dollar they save 
represents $1.25 to $2.00 or more that they have 
earned before taxes. 

Professional men must build the bulk of their 
own protection programs under high income 
taxes and high living costs without any tax relief 
or any “matching” contributions to their pro- 
gram from employers or from other taxpayers. 

I am frequently told professional men do not 
retire—that most would prefer to die “with their 
boots on” as it were. But I am also certain that 
one reason why they do is that in their earlier 
years they did not make proper financial plans 
for their retirement. There are four basic steps in 
establishing such a plan. 


Four Steps to Retirement Security 


The first is a thorough understanding of the 
economic environment in which one is living. The 
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two basic points to recognize about the economic 
environment of the future are: First, you must 
not forget that the value of the dollar is likely 
to continue its slow erosion over the years ahead. 
At an average compound rate of shrinkage of 2 
per cent per year, which is the long-term historic 
rate of decline, the dollar will be worth 18 per 
cent less in ten years, 33 per cent less in 20 years. 
This means that the 100-cent dollar of 1940, 
which is now down to 47 cents, will be 39 cents in 
1970 and 31 cents in 1980. 

Second, your taxes—local, state and federal— 
are much more likely to be higher than lower 
during your lifetime. In the past decade alone, 
government expenditures have doubled (from 
$70 billion to $140 billion) and little of what was 
said in the recent political campaign suggests 
they will not continue to rise. In fact, the built-in 
increases under present programs (without allow- 
ing for new ones) will lift public outlays to $180 
billion by the end of the decade. 
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A Practical 
Investment Policy 
for the Professional Man 


The second step in developing a practical in- 
vestment program is to have at least a general 
idea of how much income you think you will need 
for your future retirement days. 

For example, let us assume that you want to 
maintain about the same retirement living stand- 
ards that an income of $5,000 before taxes would 
have provided before the war. That is not an 
extravagant objective. 

If you are able to obtain a 5 per cent income 
on your savings, you will need to accumulate 


- $250,000 to produce enough dollars before taxes 


and at today’s buying power of the dollar to give 
you the same living standards $5,000 would have 
provided in 1939. 

Let us assume you would like to retire from 
active practice in 15 years and that your present 
living expenses are a very modest $15,000. It will 
take a before-tax income of near $50,000 to have 
enough income left after taxes and living costs 
to save a quarter of a million dollars in 15 years. 

Under the conditions of a quarter century ago, 
thrifty men with modest incomes could build up 
a sizable fund merely by saving consistently and 
investing in life insurance policies and bank or 
utility stocks. But I think it is obvious that the 
methods of investing which were practical and 
sound before the war are as obsolete today as are 
many of the medical techniques of that period. 
The dollars you are able to save, after taxes and 
living costs, become the capital of your retire- 
ment fund. Because you are not able to save as 
much under today’s conditions the capital you 
do save must be so invested that it will grow in value 
of itself. 

It is natural to take a protective attitude 
toward one’s saved dollars. They took time to 
amass, and they may easily be lost. Inducements 
to put them in what might be the “wrong place” 
are constant and persistent. 

It is not surprising, therefore, that many peo- 
ple allow their investment thinking to be domi- 
nated by constant fear of losses instead of alert- 
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ing themselves to opportunities for progress. It 
is almost instinctive to believe that sheltering the 
dollars themselves is more important than main- 
taining their purchasing power, and that shield- 
ing them from the hazards of the past auto- 
matically protects them from new and different 
dangers. 

The third step in your practical investment 
policy is to determine what method of investing 
will meet this test. For competent and busy pro- 
fessional men, there are only a few forms of in- 
vestment that are practical to consider. The first 
group consists of savings accounts, government 
bonds and insurance investments. The second 
type is common stocks. 

Income-producing real estate is another com- 
mon form of investment, but the special require- 
ments of investing in real estate make it imprac- 
tical for most professional men to consider. 

The question narrows down to this: Do com- 
mon stocks on the one hand or dollar-type invest- 
ments (i.e., bonds, saving accounts, insurance in- 
vestments) on the other offer the greater prospect 
of helping you to meet your long-range objective? 

In view of the fact that the dollar has been 
losing value at an average rate of close to 2 per 
cent per year, your capital must be so invested 
as to compound at a rate of at least 2 per cent 
per annum if the number of dollars of principal 
withdrawn or income produced in any future 
year is to have the same purchasing power as 
those you originally deposited or invested. The 
return on taxable investments must furthermore 
be enough above 2 per cent to offset personal tax 
rates ranging from 20 to 90 per cent. 

Dollars loaned at interest will yield roughly 3 
to 5 per cent depending on the type of loan in- 
vestment (savings accounts, mortgages, bonds or 
annuities). Over the years, interest rates will 
vary. High-grade taxable bonds, for example, 
have yielded an average of 3.5 per cent since 1950 
and 4 per cent over the past half century. 

The yield on tax-exempt bonds has averaged 
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8 per cent over the past seven years and 2.5 per 
cent over the past quarter century. On the other 
hand, industrial common stocks have yielded an 
average of 9 per cent annually (in terms of ap- 
preciation in capital value plus dividends) over 
the past 87 years, 11 per cent since 1938 and 18 
per cent since 1950. 

These long-range comparative rates of return, 
measured against depreciation of the dollar, 
answer pretty conclusively the question of 
whether you should have a strong representation 
of common stocks in your retirement program or 
whether you should plan it largely around the 
fixed-income type of investments. 


Determining Stocks to Purchase 


The fourth step in forming a practical invest- 
ment policy is to determine what type of com- 
mon stocks you should own. I think the most 
important single point an investor should under- 
stand in order to have effective results in the 
selection of common stocks is this: Realize that 
companies have widely different characteristics 
which make their shares suitable for some in- 
vestors, totally unsuitable for others. 

Most investors are aware that some companies 
have provided far better results for their stock- 
holders over the years than have others, but they 
seldom give much thought to the reasons for this. 
The varying performance stems largely from the 
difference in their characteristics—that is, in the 
nature of their businesses, the method of financ- 
ing growth, pricing policies, amount of research 
effort, profit margins and so forth. 

To illustrate the difference in results caused by 
these differences in characteristics, our firm has 
been conducting a unique study for a number of 
years. It is a continuing comparison of two dif- 
ferent types of stocks. One is commonly called 
growth or low pay-out, high plow-back stocks; 
the second, income or low plow-back, high pay- 
out stocks. 
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TABLE 1. 
Growth Portfolio 
Company Consec- 
Rank utive 
When Dividend 
Company Industry Selected Since 
Abbott Laboratories Ethical drug Third 1926 
largest 
Celanese Corporation Rayon Second 1939 
largest 
Corning Glass Glass, technical Largest 1881 
Dow Chemical Chemical Fourth 1911 
largest 
Eastman Kodak Photography Largest 1902 
Gulf Oil Petroleum — Third 1936 
largest 
International Business Office machines Largest 1916 
Machines 
Minnesota Mining Adhesive & tapes Largest 1916 
Standard Oil (New Petroleum Largest 1882 
Jersey) 
Union Carbide Chemical Second 1918 
largest 
TABLE 2. 
Income Portfolio 
Company Consec- 
Rank utive 
When Dividend 
Company Industry Selected Since 
American Chicle Chewing gum Second 1926 
largest 
American Telephone Telephone Largest 1888 
American Tobacco Cigarettes Largest 1905 
Beneficial Finance Personal loan Largest 1929 
Consolidated Edison Electric utility Largest 1885 
Corn Products Corn refining Largest 1920 
General American Railroad car Largest 1919 
Transportation leasing 
General Foods Packaged foods Largest 1922 
International Shoe Shoe manufacture Largest 1913 
Woolworth, F. W. Variety chain Largest 1912 
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This study was initiated in 1951. It was 
assumed that $1,000 had been invested in 1940 
in each of ten stocks with a common set of charac- 
teristics and a similar amount in another group 
of ten stocks with a common but different set of 
characteristics. The two groups are shown in 
Tables 1 and 2. Note that they are all seasoned 
leading companies in their respective industries. 

No change has been made in either list since 
the comparison was started. We periodically 
compute the market value of, and income from, 
each of these two portfolios so “hindsight” is not 
a factor. The comparison has been extended 
through December 31, 1960, and is shown in Tables 
8 and 4. 

The first point to be observed from this com- 
parative study is that the “growth” stocks have 
provided much greater growth of income, and, 
therefore, better protection of living standards, 
than the “income” stocks have over the past 20 
years. 

In 1940, when the original investment was 
made, the investor could have obtained 60 per 
cent more in annual dividends from the income 
than from the growth list, or $618 as opposed to 
$390. 

However, the annual rate of dividend income 
from the growth list today is $2,600 as compared 
with less than $1,100 from the income portfolio. 
The annual income from the growth stocks has, 
therefore, multiplied six times since 1940 as com- 
pared with a gain of 80 per cent from the income 
group. The increase in dividend income from the 
latter portfolio has not done much more than 
offset the decline in the value of the dollar since 
1940. 

Thus, the investor whose professional or busi- 
ness income was sufficient for his living needs 
and who was therefore in a position to accept a 
lower return during his high earning years is re- 
ceiving more than twice as much annual income 
today as the investor who preferred the higher 
immediate return offered by the income list. 
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TABLE 3, 
Growth Portfolio 

: Annual % Yield 
Period Market Value Income at Cost 
Average 1940 $ 10,000 $ 390 3.9 
Average 1950 26,739 1,199 12.0 
December 31, 1954 59,807 1,377 13.8 
December 31, 1959 181,021 2,296 23.0 
December 31, 1960 212,107 2,673 26.7 
TABLE 4. 
Income Portfolio 

Annual % Yield 

Period Market Value Income at Cost 
Average 1940 $ 10,000 $ 618 6.2 
Average 1950 11,445 663 6.6 
December 31, 1954 17,281 819 8.2 
December 31, 1959 28,691 1,042 10.4 
December 31, 1960 37,282 1,094 11.0 


Now let us review what has happened to the 
capital invested in the two portfolios. As of 
December 31 the $10,000 invested in the growth 
stocks had increased in market value to $212,107, 
while the income list was valued at $37,282. 

This study clearly shows that the low-yielding 
growth stocks as a group would have provided 
more real income and protected living standards 
over the past 20 years while the high-yielding 
income stocks would have barely done so, even 
though at the time of purchase in 1940 the latter 
were producing 60 per cent greater return than 
the growth stocks. 
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The most popular and widely-owned stock in 
the world—American Telephone—is paying only 
a 20 per cent higher dividend today than 20 years 
ago. This means, of course, that holders of this 
issue have suffered almost a 40 per cent cut in 
their income in terms of what their slightly 
higher dividend will buy today. It is apparent, 
therefore, that just buying any “good stock’’ does 
not result in full long-range protection of future 
living standards. 

The disparity between the records of these two 
portfolios stems from the differences in their 
basic characteristics. There are qualifications by 
which growth stocks may, with reasonable cer- 
tainty, be identified “in advance.” 

1. The company must be engaged in an in- 
dustry whose annual sales volume is expanding 
faster than the national economy as a whole and 
which is relatively recession-resistant. 

2. While the dollar sales of some industries 
are increasing at an above-average rate, their net 
income per share remains relatively stationary 
because of government regulation or other fac- 
tors. Some companies are growth companies but 
their shares are not growth stocks. 

3. Management should be research-minded. 
The companies which are likely to make the 
greatest progress are those that are in the fore- 
front of research. 

4. The company should have a low ratio of 
labor costs to total sales. Pay scales in such com- 
panies are likely to be higher, the number of 
workers fewer, labor relations better. 

5. The company should be one whose profit 
margins are consistently high for its particular 
industry. A generous margin allows management 
to finance the growth of its business by internal 
rather than external means. ; 

In forming a practical investment program you 
must recognize the fact that neither you nor any- 
one else can forecast changes in stock prices ac- 
curately and consistently. You should add new 
Savings to your investment account with the same 
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conscientious regularity with which you pay your 
insurance premiums. 

Under such a plan, you will at times add to 
your stock account at what may a little later 
seem to have been a poor time. But such a plan 
also guarantees that you will invest in stocks at 
what, a longer while on, proves to have been an 
opportune time. And because the economy is 
growing, decade after decade, it is more impor- 
tant to your investment success to be sure you 
buy the right stocks at any time than it is to be sure 
you do not buy any stocks at the wrong time. 

If you base your decisions on attempts to fig- 
ure out which is the “right” and which is the 
“wrong” time to add to your investments, expe- 
rience proves you are more likely to buy at the 
wrong time and not to buy at the right time. 

Throughout its history, the American economy 
has been healthy and expanding a much greater 
percentage of time than it has been stable or re- 
treating. And each succeeding period of advance 
has carried far above the previous peak. This, 
above all others, is the fundamental reason for 
adding to your investment account at regular, 
periodic intervals. 

When you start to plan for the future, remem- 
ber these points: 

1. The habit of regular saving is still essential 
to the achievement of financial independence; 

2. High taxes and rising living costs, which 
make it more difficult to save, are here to stay, 
and this intensifies the need for a planned pro- 
gram of saving and investing; 

3. Keeping in dollar asset form (in savings 
banks, bonds, annuities) a large portion of your 
savings that are intended for long-term purposes 
will expose them to shrinkage in value because of 
the rising prices of goods and services; 

4. It is therefore advisable to invest a good 
portion of them in some form of physical property 
which is likely to increase in value to offset the 
probable future decline in the dollar’s purchasing 
power; 
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5. The most convenient and logical type of 
property investment for the majority of pro- 
fessional men is common stocks. 

6. Merely to amass a collection of common 
stocks indiscriminately, or to “‘trade’’ in them, 
is not the answer to investment success. The best 
hope of progress lies in buying to keep the stocks 
of companies which have the characteristics 
likely to generate above-average growth in sales, 
earning-power and dividend-paying ability over 
the years ahead. 

7. Since industries and companies each have 
distinct characteristics which tend to remain 
‘fixed over very long periods, it is possible, through 
intelligent analysis, to select stocks meeting the 
above qualifications. 

8. Investing in corporate equities can most 
effectively accomplish the desired end with a 
minimum of confusion and risk if one follows a 
definite program of periodic purchase (for long- 
term holding) of a diversified list of qualified 
stocks. 

If one is to arrive at a position of financial inde- 
pendence, that dream or hope must be translated 
into action. The first step is to appraise the back- 
ground, the second is to set up a program and the 
third is to pursue the course of action decided 
upon despite all temptations to divert from it. 

Some years ago while still Supreme Com- 
mander of the Allied Forces in Europe, General 
Eisenhower said: 

“TI am going to invite your attention first to a 
phenomenon of life that seems to keep recurring. 
At any given time a favorite subject of authors is 
what should have been done five or ten years 
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previously... Five or ten years from now the 
really important question will be whether our 
efforts brought success or failure; and in general, 
what should have been done. No one is going to 
be greatly interested in any detail, even though 
it appears of very great importance today... 
The first matter of interest will be: Was the con- 
cept right?” 

While General Eisenhower was referring to the 
concept of an effective Western European force 
as opposed to such details as whether a British or 
American admiral should command the Atlantic 
sea forces, his expression aptly applies to the 
problem of achieving investment success. 

Questions such as “Isn’t the outlook for busi- 
ness uncertain after the election?’’ or “‘Will there 
be a decline in stock prices in the next few 
months?” are the details which seem important 
at any given moment but will not interest the 
investor very much ten years later. 

On the other hand, questions such as: “How 
should a retirement fund be built under the 
broad economic, social and political conditions 
prevailing in this era?” or “Should I emphasize 
real estate, life insurance, annuities, savings ac- 
counts, bonds or stocks?” are fundamental and 
deal with the concept. 

Barring a world catastrophe in which all would 
lose, everything currently visible supports this 
expectation: The medical man who saves reg- 
ularly, invests a sizeable portion of his accumula- 
tions in stocks with the right characteristics and 
holds them through recurring periods of uncer- 
tainty will find, in the end, that his concept has 
been sound. 
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Wolff's Diseases of the Eye. 

5th ed. Revised by Redmond J. H. Smith. Pp. 226. Price, 

$9.50. Charles C Thomas, Springfield, Ill., 1960. 
Most OPHTHALMOLOGISTS would probably consider 
this book somewhat of a compend. However, for the 
general practitioner it provides good, well-defined 
descriptions of most eye ailments. The material is 
concentrated into a reasonable amount of reading. 

The illustrations are superb, the printing is excel- 
lent and the paper appears to be of good quality. 
In addition, the listing of medications on the last 
three pages is clear and brief. Used as a reference 
book, Wolff’s Diseases of the Eye will aid considerably 
in differential diagnosis. It will also assist the general 
practitioner in deciding whether an eye condition is 
serious and whether the case requires the immediate 
attention of an eye specialist. 

—EARL F. LUTZ, M.D. 


Edema: Mechanisms and Management. 
Edited by John H. Moyer, M.D. and Morton Fuchs, M.D. 
Pp. 883. Price, $15. W. B. Saunders Company, Phila- 
delphia, 1960. 
A GREAT DEAL of knowledge regarding the mecha- 
nisms and treatment of edema is available. Obvi- 
ously, a great deal is yet to be learned. In this book, 
edited by Moyer and Fuchs, more than 100 articles 
convey most of what is known about the subject, 
while several panel discussions reveal much of what 
is not known, or, at least, not so well understood. 
The book is a publication of the symposium on 
mechanisms and therapy of edema sponsored by the 
Hahnemann Medical College, in which over 90 
authorities participated. Because of the number of 
papers included, it is impossible to review single 
articles or groups of articles. However, all facets of 
the problem of edema are thoroughly discussed. The 
material is nicely divided editorially into (1) a sec- 
tion on the basic physiologic principles of water-and- 
electrolyte distribution as it pertains to edema, (2) 
a review of the pharmacology and clinical use of 
various diuretics and (3) a presentation of the com- 
mon clinical syndromes of which edema is a part. 
With so many papers, repetition must at times 
eccur. This is particularly noticeable in the section 
on the use of diuretics. However, it is not sufficiently 
annoying to detract from the publication. Editing a 
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large symposium such as this is a difficult, often 
thankless, job and the editors have done admirably 
well. 

The book is valuable as a reference source for any 
particular problem relating to edema (and it is ade- 
quately indexed for this purpose). It is also excellent 
as a text in which to obtain new facts or review old 
ones. The nature of the subject makes the book 
helpful to physicians in nearly all phases of medicine. 

—E. H. REPPERT, M.D. 


Cirrhosis of the Liver. 
By Martin S. Kleckner, m.p. Pp. 729. Price, $24.50. 
Charles C Thomas, Springfield, Ill., 1960. 
IF DR. KLECKNER’S BOOK is accepted for what it is— 
a work on cirrhosis of the liver and not on liver dis- 
ease or hepatology in the broadest sense—then the 
reader is presented with a compact, useful treatise. 
The subject material is readable and profusely 
illustrated. The sections on the portal, postnecrotic 
and biliary forms of cirrhosis are the meat of the 
book. Also considered are less common types, such 
as cirrhosis associated with hepatolenticular degen- 
eration and with metabolic and gastrointestinal dis- 
turbances. Dr. Kleckner offers a fresh approach to 
these disorders, which have received too little atten- 
tion in the medical literature of the last decade. 
As one would expect, certain portions of the text 
are open to controversy. Others are frankly weak. 
For example, much emphasis is placed on esopha- 
goscopy and needle biopsy of the liver. In nonaca- 
demic surroundings, use of the former procedure in 
management of hepatic disease is extremely limited. 
Choice of needle biopsy of the liver is also debatable. 
Many clinicians prefer a small open biopsy of the 
liver, with its greatly increased diagnostic value and 
relative guarantee of hemostasis, rather than blind 
and often unrewarding punch biopsy, with its asso- 
ciated risk of hemorrhage. Opinions contrary to 
these are developed at length by the author. 
Another controversial area is management of portal 
hypertension and massive gastrointestinal hemor- 
rhage. The role of nonabsorbable antibiotics in treat- 
ment of hemorrhage and protein intoxication should 
have been further elaborated upon. Also, the argu- 
ment favoring emergency ligation of varices, emer- 
gency portacaval shunt and prophylactic portacaval 
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New!—Thousands of Up-to-the-minute Facts on the World of Medicine 


Ready in March! An invaluable new reference for 
every physician. It contains a tremendous range of up- 
to-the-minute data never before gathered together in 
a single source. You can quickly check on such diverse 
information as: Checklist of personal and professional tax 
deductions—Nobel prize winners in medicine—Frequency 
rates of various injuries in industry—Directory of medical 
collection agencies—Admission regulations of U.S. and 
Canadian medical schools—Narcotics regulations—Num- 
ber of M.D.s in other countries. 


You'll turn to this volume again and again for facts and 
figures on the entire framework and operation of the 
medical world. Hundreds of lists, charts, graphs and 
directories set forth information in quickly assimilable 


Rushmer— 
Cardiovascular 
Dynamics 


New (2nd) Edition! This extensive revision provides 
you with the information you need to make keener diag- 
noses and to more accurately evaluate heart disorders. 
Dr. Rushmer sets forth a clear picture of the structure, 
function and control of the various components of the 
cardiovascular system. Each is presented as it exists 
under normal conditions, followed by consideration of 
the changes which occur in the presence of disease. 
Among the varied topics you will find: coordination of 
heartheat—ballistocardiography—mechanisms of vascular 
regulation—causes of high blood pressure—postural hypo- 
tension—recent advances in instrumentation and analysis of 
cardiac dynamics. Many new and striking illustrations 
amplify the text. 


By Rosert F. RusHMeR, M.D., Professor of Physiology and 
University of Washington Medical School. 503 6%4"x10" 


form. Anyone in medicine who writes, who lectures, 
who must document articles, or who holds some 
organizational duties can use this almanac daily—use 
it to check fascinating facts and topics like these: Birth 
rates, death rates, life expectancy—Postgraduate train- 
ing centers—State requirements for practice, cross- 
recognition—License renewal deadlines by state—What 
medical records to keep and how long—Federal legisla- 
tion affecting doctors—Leading medical publications— 
Summary of medical systems in major countries— 
Advertising of medical products on TV—Number of 
patients in V.A. hospitals—Great epidemics of the past. 


Compiled by Perer S. NAGAN, A.B., M.A., M.S. ay 544 pages, 5%4"x7". 
About $5.50. Late March! 


Pillsbury et al.—Manual 


of Cutaneous Medicine 
A New Book! 


Ready in April! This concise and thoroughly practi- 
cal manual contains a wealth of immediately applicable 
information on the entire range of cutaneous disease, 
clearly showing the anatomy, physiology, pathology 
and pathophysiology of the skin. You will find diag- 
nosis, prevention and treatment of those skin diseases 
you meet most frequently in daily practice—from acne 
to tumors of the skin. The authors emphasize changes in 
the skin which may be representative of systemic dis- 
ease. They assess the advantages of various treatment 
methods, always careful to point out the hazards in- 
volved in using them. Excellent illustrations enhance 


the written text to the highest degree. 


By Donap M. Pussury, M.A., D.Sc. (Hon.), M.D., F.A.C.P., Professor 
and Director of Department of Bermarolosy: ALTER B. SHELLEY, M.D. 
Ph.D., F.A.C.P., Professor of Dermatolo MAN, 
M.D., Ph.D. Professor of Dermatol ow 
of Medicine. About 496 pages, 6°x94’, with 2 234 


illustrations. About $12.50. 


Order Now From W. B. SAUNDERS COMPANY _ West Washington Sq., Philadelphia 5 


Please send me the following books and charge to my account: 
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() Nagan’s Medical Almanac, 1961-62, about $5.50 
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shunt in patients who have not bled previously 
could have been expanded. Little mention is made 
of the so-called “hepatorenal’”’ syndrome so com- 
monly associated with this problem. 

Aside from these minor points, the book is a worth- 
while contribution of distinct value to the general 
practitioner and the internist. As well as covering 
classic aspects of cirrhosis, the work illuminates 
important areas not often considered by the busy 
physician. It provides a rational guide to manage- 
ment of the disease. 

—R. C. YATES, M.D. AND J. F. MOSHER, M.D. 


The Merck Index of Chemicals and Drugs. 
7th ed. Edited by Paul G. Stecher. Pp. 1,641. Price, $12. 
Merck & Co., Inc., Rahway, N.J., 1960. 


THE FIRST new edition of this book since 1952 is a 
monumental work. In 1,600 pages of text, nearly 
10,000 individual substances are described, with more 
than 3,300 structural formulas and about 30,000 
names of chemicals and drugs alphabetically ar- 
ranged and indexed. The cross index in this edition 
has been greatly expanded. Now it is easier to locate 
a particular chemical description of a substance, 
regardless of whether it is looked for under generic 
name, tradename or systematic chemical name. 

This book is probably the most extensive current 
source of readily available information on drugs and 
chemicals used in medicine. It is unfortunate that 
new editions of it cannot be published more fre- 
quently than every eight years. Rapid changes in 
drug therapy and the yearly introduction of many 
new drugs and drug combinations will soon make the 
present edition obsolete. 

— ARTHUR C. DEGRAFF, M.D. 


Differential Diagnosis of the Electrocardiogram. 

By Sidney R. Arbeit, M.p., Ira L. Rubin, M.D. and Harry 
Gross, M.D. Pp. 212. Price, $10.50. F. A. Davis Company, 
Philadelphia, 1960. 

THE FIRST SECTION of this book concisely presents 
the general principles of electrocardiography. The 
illustrations are exceptionally good and aid the text. 
In the second section, the authors introduce a 
tather unique method for interpretation of electro- 
tardiograms. The hope is that when the reader is 
Presented with an electrocardiogram showing devia- 
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tions from the normal, he will consult the appropri- 
ate part of the text and obtain an explanation of 
these deviations. Unfortunately, I believe this tech- 
nique will lead to a mechanistic interpretation of 
the electrocardiogram rather than to an interpreta- 
tion based on fundamental understanding of electro- 
cardiography. (It is as if one were to press a series of 
buttons indicating abnormalities and wait for the 
answers to come out.) However, this is a new 
approach and it may prove useful. 

Although the book is intended to be a reference 
manual, the inclusion of a brief bibliography of basic 
articles would have been desirable. For those who 
demand a text which explains abnormalities on basic 
electrophysiologic principles, the book is inadequate. 
On the other hand, the physician who wishes to de- 
termine empirically the clinical significance of elec- 
trocardiographic abnormalities will find the text ex- 
tremely useful. — WALTER NEWMAN, M.D. 


Office Diagnosis. 

By Paul Williamson, M.D. Pp. 470. Price, $12.50. W. B. 

Saunders Company, Philadelphia, 1960. 

IT IS REFRESHING to read this “new approach” to 
the problems of practical office diagnosis. The author 
states that this work is not “‘a compendium of diag- 
nostic techniques and maneuvers” or “a book on 
the science of diagnosis, of which there are many,” 
but a series of articles embodying his methods of 
diagnosis, which he calls “personalized discipline.” 
With this you may agree or disagree. 

Written for general practitioners by a general 
practitioner, the book demonstrates that the family 
physician can contribute much in the field of teach- 
ing: namely, the philosophy and art of diagnosis of 
disease and treatment of the patient as a whole. It 
should be helpful to any doctor, especially during his 
early years in office practice, since many of the 
author’s ideas are apparently not stressed by the 
full-time specialists who make up today’s medical 
school faculties. 

I found the text pleasant and easy to read. The 12 
chapters, containing 99 articles, offer many useful 
and thought-provoking suggestions. Office Diagnosis 
might well be considered as a text for the training 
of general practice residents. 

—Cyrus W. ANDERSON, M.D. 
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even in FROM A CLINICAL STUDY* IN ANNALS OF ALLERGY 
Patients 200 infants and children, ages 2 months to 14 years 


aller ale Diagnosis Perennial allergic rhinitis 
infants Therapy Dimetane Elixir 


Results in 149, good results / in 40, fair results 


Side Effects Encountered in only 7 patients (in all except one, 
the side effect was mild drowsiness) 


In allergic patients of all ages, Dimetane has been shown to work with an effec- 
tiveness rate of about 90% and to produce an exceptionally low incidence 
of side effects. Complete clinical data are available on request to the Medical 
Department. Supplied: DIMETANE Extentabs® (12 mg.), Tablets V/giial/; 
(4 mg.), Elixir (2 mg./5 cc.), new DIMETANE-TEN Injectable ) 


\" 3 (10 mg./cc.) or new DIMETANE-100 Injectable (100 mg./cc.). 
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First Aid. Diagnosis and Management. 
5th ed. Edited by Warren H. Cole, M.p. and Charles B. 
Puestow, M.D. Pp. 420. Price, $6.25. Appleton-Century- 
Crofts, Inc., New York, 1960. 


THIS BOOK is an excellent primer for very advanced 
first aid students, such as policemen, firemen and 
civilian defense personnel. 

Its detailed text is easy to understand and its 
many illustrations elucidate the subject matter. 
Although the book would be extremely useful to 
medical students in early clinical years, I do not 
think it would be of value to general practitioners. 

The authors have done a commendable job in 
compiling the data presented here. 

—LEwis W. CELLIO, M.D. 


A History of Psychiatry. 

By Jerome M. Schneck, M.D. Pp. 196. Price, $5.50. 

Charles C Thomas, Springfield, Ill., 1960. 

THIS IS A CONCISE, well-prepared history of psychi- 
atry beginning with primitive societies and archaic 
medicine and ending with the twentieth century. The 
author covers the field ably and the reader can sense 
Dr. Schneck’s deep pride in his subject. 

The development of psychiatry, with its advances 
and retrogressions through the years, is outlined. 
The book is well printed on excellent stock. A list of 
references at the end of each chapter is helpful for 
readers desiring more detailed information. 

I recommend the book to practicing psychiatrists, 
to general physicians who want to learn more about 
the history of this fascinating field and to others 
interested in social and behavioral sciences. 

—I. PHILLIPS FROHMAN, M.D. 


Myocardosis. 
By Ferdinand Wuhrmann, M.D. and Serge Niggle, M.D. 
Pp. 218. Price, $10.50. Charles C Thomas, Springfield, 
1960. 
THE AUTHORS of this book define myocardosis as “‘a 
functional, protein metabolic impairment of the 
heart muscle in which dysproteinemia and para- 
proteinemia are often, but not always, seen and in 
which the underlying disease processes are variable.” 
Under this rather general definition, the authors 
Present a concept of the disturbance of myocardial 
function resulting from metabolic disorders (chiefly 
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involving serum protein) occurring in a great many 
unrelated diseases. 

While metabolic disturbances of the heart are 
becoming increasingly obvious, the book does little 
to enlighten the subject. The discussion is boring and 
extremely repetitive. Particular emphasis is placed 
on the electrocardiogram, which the authors admit 
is rather nonspecific. In fact, they state the changes 
are often recognized “‘intuitively.”” Vector analysis 
of the electrocardiogram is presented exhaustively 
but adds nothing of value. 

According to the authors’ foreword, the book was 
motivated by “the numerous concurring and par- 
tially critical or dissenting opinions which appeared 
in the local and foreign medical literature following 
the reports of our work of 1950-1952.”” The defensive 
vein arising from this motivation is apparent 
throughout. 

I do not believe the book is of significant value to 
the general practitioner or to the internist. 

—EDMUND H. REPPERT, M.D. 


Fundamentals of Nerve Blocking. 

By Vincent J. Collins, M.D. Pp. 354. Price, $9.50. Lea & 

Febiger, Philadelphia, 1960. 

ESSENTIALLY, this book discusses regional anesthesia 
as it is used at Bellevue Hospital. It was written to 
record techniques presented in the regional course 
at New York University Medical Center, as well as 
to describe the many accomplishments of Dr. E. A. 
Rovenstine. Since the history of nerve blocking at 
the center includes the experiences of such notable 
physicians as Drs. Halstead, Labat and Rovenstine, 
an abundance of material was available. 

The author states that their blocks are ‘seemingly 
done without effort, in fact, with less fanfare than 
accompanies ordinary intramuscular injections in a 
general practice office.” I find it hard to believe that 
procedures such as a block of the gasserian ganglion, 
or sympathetic blockade, followed by subarachnoid 
injection of alcohol are as simple to perform as intra- 
muscular injection. I am equally unconvinced that 
general practitioners are so inept at administering 
muscular medication that the procedure is compara- 
ble to a block of the gasserian ganglion or a sub- 
arachnoid injection of alcohol. 

Either the author’s personal experience was inade- 


145 


I 


OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements 
plus a reserve for stress 
situations. 


1. Schulz, Jeanette a 
» NJ: J. 
Dis. Child. 95:109(1958) 
2. Josephs, H. W.: Medi- 

cine 32: 125 (1953) 
3. Recommended Dietary 
Allowances, NAS-NRC 
Publication 589 (1958) 


IRON 


For over a quarter century 
physicians have prescribed 
Baker’s Modified Milk to help 
prevent Iron Deficiency Anemia 


Milk is an excellent vehicle for administration of iron 
—absorption is high', and digestive disturbances are 
minimized.2 Baker’s Modified Milk provides 7.5 mg. of iron 
per quart of formula—a prophylactic level, safely in excess 
of the Recommended Daily Allowance.’ 


Baker’s Modified Milk, made only from Grade A milk, 
contains ample protein and the RDA of vitamins. The 
butterfat has been completely replaced with well-tolerated 
vegetable fats. It is simple to prepare, economical to 
use, and is scientifically formulated to duplicate the 


nutritional results of breast milk. Powder and Liquid. 


Bakers 
MODIFICD MILK 


The prepared formula made by 
THE BAKER LABORATORIES, INC. 
Cleveland 15, Ohio 
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quate for accurate discussion of some of the subjects, 
or the editing was not what it should have been—I 
cannot tell which. For example, most physicians are 
quite familiar with the use of the local anesthetic 
lidocaine (Xylocaine®) and will immediately recog- 
nize the fallaciousness of the following statements 
(page 52 in the chapter “Local Anesthetics’’): (1) 
“Surface anesthesia is produced by a solution of 5 
per cent concentration; but it is not satisfactory.” 
(It is well established that a 2 per cent lidocaine 
solution furnishes excellent surface anesthesia in 
urologic procedures and is also widely used in 
bronchoesophagology and ophthalmology. Further- 
more, the drug is not supplied in a 5 per cent solu- 
tion.) (2) ‘‘Duration of anesthesia with 10 per cent 
solution is one and one-half to two times longer than 
procaine.” (Undoubtedly, the author refers to a 1 
per cent solution, as these drugs have never been 
clinically prepared in solutions greater than 2 per 
cent. ) 

The section on techniques is well illustrated. How- 
ever, the accompanying descriptions tend to be over- 
simplified and inadequate. The physician who per- 
forms a block only occasionally may find this text 
unsuitable for reference. 

— WALTER W. TILLMAN, JR., M.D. 


The Year Book of Endocrinology. 1959-1960. 

Edited by Gilbert S. Gordan, M.D. Pp. 384. Price, $8. The 

Year Book Publishers, Chicago, 1960. 

THIS BOOK should be in the busy general practi- 
tioner’s library—and I say this despite the fact that 
time is of the essence. The editor has covered the 
field splendidly, inserting remarks which are at times 
sardonic and at other times penetrating. The papers 
listed are certainly the most effective ones that 
appeared in the literature last year. 

Another stimulating part of the book is the Year 
Book Questionnaire, which tests the reader’s acumen. 
I found it very entertaining. The sections on repro- 
duction and the adrenal gland are superb. The editor 
‘omments wisely on such subjects as hirsutism, the 
continuous use of estrogens and the role of the adre- 
nal gland in Cushing’s syndrome. I think that the 
material is of interest to specialists in all fields of 
medicine and particularly to the general practitioner. 
—H. S. KUPPERMAN, M.D. 
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Dermatologic Medications. 
2nd ed. By Marguerite Rush Lerner, M.D. and Aaron B. 
Lerner, M.D. Pp. 208. Price, $6. The Year Book Publishers 
Inc., Chicago, 1960. 


Dermatologic Medications contains succinct discus- 
sions of therapeutic agents of dermatology arranged 
in 28 alphabetic classifications—from “Acne Prep- 
arations,” ‘“‘Anesthetics for Topical Use’’ and “‘Anti- 
histaminics” to “Ultraviolet Light,” ‘Wart Re- 
movers” and Dressings.’”’ Uses and prescrip- 
tions, along with many structural formulas, are 
given. Small in size, the book contains a great amount 
of information arranged neatly and presented clearly. 
Prior to examining it, I was not aware that Teldrin® 
and Chlor-Trimeton Maleate® are the same chemi- 
cal (chlorpheniramine maleate). 

The book is valuable to the general practitioner 
seeking a handy guide to the selection and prescrip- 
tion of medicines for skin diseases. 

— RICHARD L. SUTTON, JR., M.D. 


Management of the Aged Surgical Patient. 

By Sidney E. Ziffren, M.D. Pp. 219. Price, $7.50. The 

Year Book Publishers, Inc., Chicago, 1960. 

WITH THE EVER-INCREASING number of aged persons 
in our population, there is a growing demand for 
surgical care in this group. Although the principles 
and techniques of surgery are the same for any age, 
many facets of the diagnosis and management are 
markedly different for older patients. Several dis- 
eases occur much oftener in the aged than in the 
young. The pre- and postoperative periods vary in 
approach for older patients. With the aged person we 
must also consider the life expectancy and the fac- 
tors affecting it. This book deals with all these 
aspects as well as many others. It is interesting and 
well illustrated. 

The chapters ‘“‘Anesthesia,” by Stuart C. Cullen, 
M.D., “Urology, by Rubin H. Flock, M.D., and 
“The Cardiac and Diabetic Patient Facing Emer- 
gency Operation,” by Raymond S. Sheets, M.D., 
add much to this excellent volume. 

The book will enable the physician to realize how 
the aged patient can best be prepared for operation 
and what can be accomplished by operation. It is 
recommended to all physicians who give surgical care 
to senior citizens. —MaA.tcom E. PHELPS, M.D. 
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News 


UAW-Inspired Community Health Association Under Way in Detroit 


Reuther Heads Board of Directors for Ultra Comprehensive Health Plan 


THE LONG-TALKED-ABOUT Community Health 
Association, a labor-sponsored medical care plan, 
is now a reality in Michigan. Mr. Walter P. 
Reuther, president of United Automobile Work- 
ers, who will appear next month at the Acad- 
emy’s Assembly in Miami Beach, Fla., is presi- 
dent of CHA’s Board of Directors. 

Back in the fall of 1957, the Community Health 
Association was under consideration with UAW 
backing, but some of its steam was taken away 
when Michigan State Medical Society broadened 
its Blue Shield Plan. At that time, Mr. Reuther 
commended the state medical society’s action. 

Now after three years and the election of an 
Administration prone to aggressive social legisla- 
tion, Community Health Association swings into 
action. 

In brief, CHA will include physicians’ home 
and office fees, eye 
examinations, mater- 
nity care, immuniza- 
tion and regular ex- 
aminations in addi- 
tion to normal hos- 
pital-medical plan 
coverage. 

CHA will provide 
up to 120 days (semi- 
private basis) in the 
hospital, with another 
Stay permitted after 


a 90-day lapse, and 
will cover complete 
care in the hospital. A 
$1 registration fee per 
visit will be made for 
members. CHA will 
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Frederick Mott, M.D. 


Dr. Mott, CHA’s execu- 
tive director, has been, 
among other things, chair- 
man of the Saskatchewan 
government’s Health Serv- 
ices PlanningCommission. 


pay for MDs’ house calls with a fee charged for 
the first visit, and will pay for up to 60 days of 
home nursing services. It will pay for maternity 
care before, during and after birth. 

Regardless of family income, the cost per 
month (slightly more than current Michigan 
Blue Cross-Blue Shield Plans) will be $8 for an 
individual, $18.80 per couple and $20.60 for a 
family. 

Initially, services under the plan will be pro- 
vided by some 18 doctors at Metropolitan Hos- 
pital in Detroit, which will be expanded with a 
sum of $2,350,000 from the UAW, and through 
branch clinics to be opened later. (See cut.) 

Dr. Frederick D. Mott serves as executive di- 
rector of CHA and through him material has been 
received concerning the new organization. 

Dr. Mott’s background experience includes 


drawing shows the $2,350,000 addition to Metropolitan Hos- 
pital and Clinics Building in Detroit, Mich. which is 
scheduled for completion iate this year. 
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astens healing most dermatoses 
In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90% of dermatoses!“...is often effective 
in cases of long duration resistant to other topical therapy.24 Available in both cream and 


ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptable for use 
on exposed areas. 


References: (1) Lubowe, I. |.: Antibiot. Med. & Clin. Therap. 4:81, 1957. (2) Fox, H. H.: Antibiot. Med. 6:85, 1959. a 
(3) Murphy, J. C.: Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: Med. Rec. & Ann. 51:370, 1957. 

Sterosan®-hydrocortisone, brand of chlorquinaldol with hydrocortisone, Cream and Ointment containing 3% of 

Sterosan and 1% of hydrocortisone. Tubes of 5 and 20 Gm. iy 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York STHS588-61 
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being medical administrator of Miners Memorial 
Hospital Association, Washington, D.C.; chair- 
man of Health Services Planning Commission, 
government of Saskatchewan, and chief medical 
officer for Farm Security Administration, Wash- 
ington, D.C. 

Dr. Mott points out that while care is to be 
provided essentially through affiliated medical 
groups and affiliated hospitals, the present CHA 
program will provide certain areas of choice to its 
members. 

“First of all,’’ he explains, “in the actual en- 
rollment process there is to be individual choice 
within each group between CHA coverage and 
coverage by some other prepayment group such 
as Blue Cross-Blue Shield. This choice may 
further be exercised once a year. Then as more 
medical groups are established in the community, 
each member is to have the right to choose a spe- 
cific group through which he wishes to receive 
ambulant care. Once he is registered with that 
group he has the privilege of choosing from a 
panel of personal physicians the specific doctor 
through whom he wishes to receive regular care.” 

On the plus side of the program, the CHA 
guidelines specifically prescribe that the control 
of medical affairs shall be in the hands of phy- 
sicians with no lay interference. 

These same guidelines provide that, to the 
extent that such arrangements can be worked 
out, CHA will contract with existing community 
hospitals for the care of its members. The guide- 
lines also express the belief that it is undesirable 
to duplicate existing and adequate community 
hospital facilities. 

As mentioned earlier, Metropolitan Hospital 
and Metropolitan Hospital Clinics, which are 
community nonprofit organizations with inde- 
pendent boards of directors, will be providing the 
first service under CHA. 

Dr. Mott admits that there is close cooperation 
between the United Auto Workers and Metro- 
Politan Hospital inasmuch as the International 
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Union assisted in the organization of the hospital 
in 1955. 

While the staff of the hospital will largely be 
composed of members of the Metropolitan Hos- 
pital Clinics group, there are some nongroup 
doctors who will retain privileges, according to 
Dr. Mott. He adds that there is no policy that 
would bar the granting of privileges to other phy- 
sicians in the community. 

At this stage of the operation, Dr. Mott says 
the whole question of the rate of expansion of 
CHA membership beyond the capacity of Metro- 
politan Hospital is bound up with the intangibles 
of the outlook for securing staff privileges for 
CHA groups in hospitals other than Metropolitan. 

He admits that it may be necessary to tempo- 
rarily suspend the policy to use existing hospitals, 
with the decision being made to create CHA hos- 
pital facilities as the Kaiser-Permanente program 
in California has done. 

In Mr. Reuther’s Assembly presentation next 
month on the panel entitled, ““The Socioeconomic 
Aspects of Medical Practice Today and Tomor- 
row,” he may elucidate on the new CHA program. 

Serving with Mr. Reuther on the CHA board 
of directors are: Mr. Joseph F. Verhelle, president 
of Public Bank; Rabbi Morris Adler, Congrega- 
tion Shaarey Zedek; the Hon. Wade H. McCree, 
Jr., judge, Circuit Court; the Rev. Elmer B. 
Usher, rector of Mariners’ Church; Dean Fedele 
F. Fauri, School of Social Work at University of 
Michigan; Mr. Emil Mazey, secretary-treasurer 
of UAW; Mr. C. Allen Harlan, president of 
Harlan Electric Co.; Mr. Max Osnos, president 
of Sams, Inc.; Mr. Edgar F. Kaiser, president of 
Kaiser Industries; the Rev. William B. Sperry, 
rector, Christ Church; Mr. James A. Lewis, vice 
president of University of Michigan; Mrs. Flor- 
ence Sweeney, vice president of American Fed- 
eration of Teachers; Mr. Marion Macioce, presi- 
dent of Detroit Building Trades Council, and the 
Rev. John A. Trese, hospital coordinator of the 
Archdiocese of Detroit. 
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WIN-CODIN Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 


Each tablet contains: 


Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 


Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 


Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 


Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 


Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infections? 


New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 


Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥ to | tablet three times daily. 


° Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark {For persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
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News 


Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


PRIVATE PHYSICIANS throughout the country will 
treat increasing numbers of veterans on a fee 
basis, at government expense, during the fiscal 
year commencing July 1. 

The proposed federal budget on which hearings 
are now under way in Congress estimates there 
will be 3,622,000 outpatient visits to physicians 
during the year, about two-thirds of which will 
be cared for in Veterans Administration clinics 
and hospitals. This is the anticipated division: 

Outpatient medical visits to private physicians 
(fee basis), 1,267,000. This compares with 1,252,- 
000 in the current fiscal year and 1,247,000 in the 
year which ended June 30, 1960. 

Outpatient visits in VA facilities, 2,355,000, 
compared with 2,341,000 in the current year and 
2,264,000 in 1959-60. 

The federal budget that was sent from the 
White House to Capitol Hill less than a week 
before the change in Administrations allocated 
$993,794,000 for VA medical and hospital serv- 
ices. Nearly $830 million was earmarked for hos- 
pital operation and maintenance and of the re- 
mainder, largest item was for outpatient care ex- 
penses—$92,642,000. This covers both staff- 
administered and fee basis treatments. 


Hernias Prevalent 


One of the latest statistical reports coming out 
of the continuing U.S. National Health Survey 
deals with the prevalence of hernias and asso- 
ciated disability, by age, sex and medical care 
status. Previous published reports have been con- 
cerned with respiratory conditions, arthritis, dia- 
betes and other chronic illnesses. 

From household interviews covering some 
235,000 persons in about 73,000 households be- 
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tween July, 1957, and June, 1959, these were 
some of the estimate projections: 

Country-wide, the hernia rate (all types) is 
14.9 cases per 1,000 population. Three out of four 
are in males. 

Ninety per cent receive medical attention at 
one time or another. At the time of the survey, 
38 per cent were under a doctor’s care or medical 
advice was being followed. 

About 450,000 individuals are hospitalized 
annually for hernia conditions. In the same period, 
40 million days of restricted activity are attrib- 
uted to hernias. 

FDA Regulation Amendments 

In mid-January the Food and Drug Admin- 
istration announced certain amendments of new 
regulations requiring changes in labeling for pro- 
motion of prescription drug sales to physicians. 
At the same time, it extended to February 7, 
1961, the effective date of those parts of the new 
regulations which had been scheduled to take 
effect January 8. 

On parts of the regulations that were to take 
effect March 9, 1961, changes were made and 
effective dates set back as follows: 

Permit the use until January 1, 1962, of labels 
already printed even though they don’t contain 
all required information, provided such informa- 
tion is elsewhere on the package or in an enclosed 
brochure 

Permit until June 6, 1961, the marketing of 
drugs already packaged without code or control 
number on carton if this number is on the label. 

Provide for continued use until January 1, 
1962, of catalogs and price lists having some in- 
formation, but not full disclosure, if sent only to 
wholesale and retail druggists but not to doctors. 

These clarifying amendments were published 
in the Federal Register for January 14, 1961. 
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PRENATAL 
SUPPORTS 


definite support to 
loosened joints and 
pelvic girdle instability 
during pregnancy 


S. H. Camp and Company, Jackson, Michigan 
$. H. Camp and Company of Canada, Ltd., Trenton, Ontario 


Scientifically designed Camp prenatal 
supports offer the pregnant patient 
relief and protection in three specific 
areas: the abdominal wall, the pelvic 
girdle and the back. The reports of 
many obstetric authorities indicate 
prenatal supports help relieve tension 
on the abdominal walls and reduce 
discomfort from stretching muscles, 
cause a decrease in the appearance 
of striae gravidarum, improvement of 
muscular tone, and aid the return of 
venous blood from the extremities— 
thus diminishing the occurrence of 
varicose veins and edema. By func- 
tionally realigning the pelvis, support 
of the weight is transferred from the 
spine to the pelvis, posture is improved 
and better body balance created with- 
out undue constriction at any point. 
Camp manufactures lightweight non- 
supporting maternity girdles, garter 
belts and panty girdles as well as a 
complete selection of the sturdy sup- 
port types illustrated above. There is 
a Camp garment available to accom- 
modate any of your patient’s prenatal 
requirements. 
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Leans to Forand-Type Compromise 


Soon after the opening of the 87th Congress, 
one of the Senate’s liberal Republicans indicated 
he would consider supporting a Forand-type 
compromise which utilized the social security 
principle in providing health benefits to the aged. 

Last year only one Republican voted for the 
Kennedy-Anderson bill, which was a variant of 
the Forand bill. He was Sen. Clifford Case of 
New Jersey, and he credited that vote in large 
measure for the overwhelming victory he scored 
last November in his re-election race. 

In a mid-January interview this year, Sen. 
Jacob K. Javits of New York promised that if a 
more conservative approach fails “‘we will be 
ready, as I pledged to the Senate at the end of the 
last session, for some compromise which will ac- 
commodate the social security approach.” 

“There will have to be compromise,” he said. 
“The plan cannot be completely involuntary. 
Governor Rockefeller, for instance, suggested the 
idea of the cash alternative, which would still 
keep alive many of the voluntary health plans, 
such as the Blue Cross-Blue Shield. This is a very 
important point. The question of covering the 
four million Americans who are not on social 


security and are over 65 is a very important 
point. In short, we may start again from our 
positions where we left off.” 


New Fitness Standards 


Army Regulation 40-501, entitled “Standards 
of Medical Fitness,” has been promulgated as a 
codification and updating of all orders and direc- 
tives relating to physical qualifications for mili- 
tary service. It is expected to produce a slight 
increase in rejections but this may be offset by a 
concurrent reduction in number of individuals 
separated for medical causes during early phases 
of military duty. 

Chapters 3 and 8 of the eight-chapter regula- 
tion became effective on January 15. The former 
deals with standards for retention of military 
personnel in the Army; promotion, and separa- 
tion, including retirement. The latter sets forth 
criteria for accepting physicians and dentists in 
the Reserve. 

Other sections, scheduled to go into effect in 
March or later, pertain to flying duty, procure- 
ment, U.S. Military Academy and other catego- 
ries in which medical standards are applicable. 


Also see AMA Washington Report, page 195. 


Health Plan Choice To Be Available 
For Retired Federal Employees 


THE CiviL SERVICE COMMISSION has decided on 
the type of government-wide plan to be offered 
under the new Retired Federal Employees Health 
Benefits Act when it becomes effective July 1. 

The commission reports also that it has se- 
lected the Aetna Life Insurance Company of 
Hartford, Conn. to administer the plan, subject 
to satisfactory contract negotiations. The com- 
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pany will be directed to cede reinsurance to other 
qualified companies. 

In order to best fit the needs of the greatest 
number of retirees and survivor annuitants, the 
government-wide plan will offer two kinds of 
protection. 

For annuitants who do not now have any kind 
of insurance, the plan will offer basic protection 
against hospital and surgical bills. In addition it 
should allow annuitants to get insurance against 
major medical expenses such as the larger-than- 
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usual hospital and doctor bills and some out-of- 
hospital expenses. 

A survey of retirees who qualify for benefits 
under the new act, showed that 63 per cent of 
eligible retirees already have some kind of basic 
health insurance, but that 37 per cent have none. 
Practically no retired employees now have major 
medical protection. 

The Civil Service Commission hopes to work 
out a plan with Aetna which will allow annuitants 
to buy either (1) the basic coverage or (2) the 
major medical coverage, or (3) both the basic 
and major medical coverage. 

The commission points out that the second 
choice will be particularly important to those 
annuitants who already have good basic coverage 
with a local community plan. They will be able to 
keep this basic community plan and supplement 
it with the major medical coverage. 

All eligible annuitants are expected to receive 
information brochures on the program this 
month. They will then have the months of March 
and April in which to decide whether they want 
to come into the plan and to what extent. 

Regardless of whether an annuitant takes one 
or both parts of the plan, he will receive a govern- 
ment contribution of $6 monthly toward the cost 
of his insurance if he covers himself and family, or 
$3 monthly if he covers only himself. 

He will also have the privilege of staying with 
a qualified private plan and, without joining the 
government-sponsored plan at all, still receive 
the same government contribution toward the 
cost of his private plan. 


International Medical School in U.S. 
Is Given Thoughtful Consideration 


AN INTERNATIONAL MEDICAL SCHOOL, USA, has 
been proposed that would be open to candidates 

m foreign nations which lack or have sub- 
standard medical teaching facilities. 
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As envisioned by a small group of medical 
leaders, the school’s purpose would be to turn 
out American-schooled doctors who would return 
to their own lands as medical educators as well 
as physicians. 

So that the school would not be construed as 
“a foreign ghetto,” its backers say a minority of 
American medical students could be admitted. 

The proposed school has been suggested by 
Dr. William Dameshek, Tufts Medical School, 
Boston; Dr. Theodore H. Spaet, Montefiore 
Hospital, New York, and Dr William H. Crosby, 
Walter Reed Army Institute of Research, Wash- 
ington, D.C. All are hemotologists. 

Impetus to their idea was given at a recent 
special conference in a Walter Reed Army Hos- 
pital conference room. There were invited repre- 
sentatives of the White House, State Depart- 
ment, National Academy of Sciences, National 
Institutes of Health, Pan American Health 
Organization, International Cooperation Admin- 
istration and the Department of Health, Educa- 
tion and Welfare. 

Dr. Spaet, as presiding officer, pointed out that 
the nation’s medical schools accept very few for- 
eign students, “tossing” them into the medical 
education process without consideration of their 
special language and cultural problems. Most of 
them lose out, returning to their countries re- 
jected and embittered. 

The proponents say the school should be set 
up to meet accreditation requirements of this 
country’s medical education standards, and would 
most probably be affiliated with an existing uni- 
versity. 

All present at the special conference agreed 
that with a few notable exceptions the best med- 
ical schools in this country are affiliated with 
universities. 

It is proposed that the school could be built 
and equipped for about $25 million, and annual 
operating expenses would run $1.5 to $2 million. 

The matter of financing ranged from having it 
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CLINICAL REPORT 


SUBJECT: On a Specific Benefit of Meat 


in the Infant Diet 


"Hemoglobin and red cell values of the infants who 
received meat increased above those who served 

as controls. The incidence of colds in the 
institution was reduced among the meat-fed 
infants. All infants were reported to have slept 
better and appeared more satisfied when they 


received the meat supplement." 


Excerpt from "Further Studies of the Use of Meat in the 
Diet of Infants and Young Children," Leverton & Clark, 
Journal of Pediatrics, Vol. 40, Pg. 766, '52. Available on request. 


Physicians in leading universities, hospitals and research organiza- 
tions have carried on a series of clinical studies, feeding Swift's 
Meats for Babies to young infants. Reports of these studies have led 
to a greater appreciation of the benefits of meat in the infant diet. 
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financed wholly or substantially by the govern- 
ment, or by private enterprise. 

Mr. Walter M. Rudolph of the State Depart- 
ment’s Office of Sciences Adviser thought the 
project would move faster with private financing 
than through dependence on Congressional 
appropriations. 

Others doubted that it could be financed pri- 
vately, pointing out that they knew of only two 
foundations (Rockefeller and Ford) with sufficient 
capital to back such a venture. 


Project HOPE, Warmly Acclaimed Abroad, 
Will Be Greatly Expanded During 1961 


AN EXTENDED SCHEDULE for Project HOPE 
(Health Opportunity for People Everywhere) in 
1961 has been announced by the project presi- 
dent, Dr. William B. Walsh. 

The HOPE, the hospital training vessel which 
set out from San Francisco last fall, has been 
anchored off Sumbawa, one of the many islands 
making up Indonesia. 

Dr. Walsh reports that the HOPE’s warm re- 
ception in Indonesia has shown that this teaching 
and training idea fills a long-existing vacuum. 
He said invitations had been received from Viet- 
nam, Cambodia, Thailand and Korea for the 
HoPE to visit their ports on its teaching and 
training mission, to aid in staffing a school of 
tropical medicine in Dacea, East Pakistan, and 
to give assistance in establishing a clinic in 
Karachi, Pakistan. 

“There is no limit to the work that needs to 
be done and there is no change in our concept 
that floating teaching and training ships are the 
basis of our operation,” said Dr. Walsh. He add- 
ed, “We are actively planning to outfit vessels 
for Africa and South America.” 

During the Hope’s first two months in Asia, 
about 200 Indonesian medical workers—whose 
training ranges from American and European 
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universities to village medicine men—attended 
daily teaching sessions on the hospital ships with 
as many as four sessions a day. 

Twenty-five nurses from the Bandung Nursing 
School, the only college-accredited nursing school 
in Indonesia, lived on board the ship so that they 
could utilize to the fullest extent the resources on 
board the training and teaching vessel. 


Poor Medical Care Forces Yugoslavia 
To Drop Its Control Over Hospitals 


IN AN EFFORT to raise the standard of medical 
care, a reorganization of Yugoslavia’s system of 
hospitals and clinics has been under way the past 
few months and is expected to go into effect in 
April. 

Ever since the elimination of private practice, 
Communist Yugoslavia has been faced with in- 
different rnedical treatment and the standard of 
medical care has fallen. 

Except in a few areas where an acute shortage 
of doctors exist, virtually all of the nation’s 
12,000 physicians and surgeons work as staff 
members of health institutions. 

Under the new arrangement which goes into 
effect next month, each of the nation’s 253 hos- 
pitals and more than 5,000 clinics and dispen- 
saries will become independent. They have been 
under direct government supervision and subsidy. 

After April, patients also will have more to say 
about their medical care. They will be able to 
choose their own physician as well as hospital. 

Each institution will have the right to draw up 
its own schedule of fees and enter into contracts 
with local governing bodies, enterprises and so- 
cial insurance offices to take care of the medical 
needs of specific groups. 

For patients totally covered by the national 
social insurance fund—about 50 per cent of the 
nation’s more than 18 million people—the treat- 
ment will continue to be free. 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 
‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


Dosage 
‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 


In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 


istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 


Each sugar-coated ‘MIGRAL/’ tablet provides: 


‘Marezine”® brand Cyclizine Hydrochloride........ 25 mg. 


In bottles of 20 and 100 tablets. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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The new system will give each hospital and 
clinic the right to keep its earnings. Any profit 
above expenses can be used for expansion of the 
institution, purchase of new equipment and 
bonuses for staff members. 

Physicians and surgeons now are paid on the 
basis of a schedule drawn up by the government. 
It takes into account training, experience, respon- 
sibility of the post and other such factors. A doc- 
tor can make a little extra money by performing 
certain duties such as standing by for emergen- 
cies, but his basic salary remains the same regard- 
less of the number of patients he treats. 

The new plan will permit hospitals and clinics 
to draw up their own pay scales. 

The difference in earnings under the old and 
new plans will come not in basic wages, but in 
the bonuses which the more popular and efficient 
institutions will be able to pay. 


A Total of 1,200 Insuring Organizations 
Reported in U.S. Health Insurance Field 


THIS COUNTRY has 1,200 insuring organizations 
in the health insurance field, the Health Insurance 
Institute reports. 

There are 737 insurance companies, 78 Blue 
Cross plans, 68 Blue Shield plans and more than 
300 other plans, according to the institute. It 
says some of the organizations are licensed in a 
few states and many in all states. 

Only Alaska has fewer than 100 insuring 

organizations. It has 73 insurance companies and 
one Blue Cross plan. 
; Texas leads all states with the most health- 
msuring organizations. There are 379 insurance 
companies, two Blue Cross-Blue Shield com- 
bined plans and 14 other insuring plans. 

Illinois, with 312, is the only other state that 
_ licensed more than 300 insuring organiza- 

ons. 

New York, with 267, is among the nine states 
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with 250 to 299 health-insuring organizations. 
Others in that bracket are Florida, Indiana, 
Colorado, Pennsylvania, Ohio, Georgia, Missouri 
and California. 

In the 200-249 group are Tennessee, Minne- 
sota, Michigan, Virginia, Washington, Kentucky, 
Maryland, Alabama, Nebraska, Arkansas, South 
Carolina, ‘regon, Kansas, Oklahoma, Iowa, 
North Carolina and Mississippi. 


German Reds Forced to Make Concessions 
To Keep Medical Personnel from Fleeing 


East GERMANY is now making conciliatory 
moves to stem the growing flight of physicians 
and dentists to West Germany. 

During 1960 about 800 dentists, physicians and 
other members of the medical profession fled to 
West Berlin and West Germany because of pro- 
fessional difficulties and pressures. 

Now the Communist Party’s politburo has or- 
dered the Health Ministry to enable qualified 
doctors to open private practices. For a long time, 
the Communists have reduced the number of 
private practices in favor of state-run “poly- 
clinical” institutions. 

The politburo also promises to cut down de- 
mands on medical personnel to attend political 
rallies. It has called on the East German govern- 
ment to extend recreational and holiday facilities 
for medical men and their families. 

This appears to be an attempt to combat the 
steady deterioration of East Germany’s health 
service. 
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You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 


Lifts depression...as calms 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 


Balances the mood — no “seesaw” effect Acts swiftly-— the patient often feels 
of amphetamine-barbiturates and ener- better, sleeps better, within a few days. 


gizers. While amphetamines and energizers may Unlike the delayed action of most other antide- 
stimulate the patient — they often aggravate pressant drugs, which may take two to six weeks 
anxiety and tension. to bring results, Deprol relieves the patient quickly 


' : > —often within a few days. Thus, the expense to the 
And although amphetamine-barbiturate combina- patient of long-term drug therapy can be avoided. 
tions may counteract excessive stimulation — they 


often deepen depression. Acts safely — no danger of liver damage. 

Deprol does not produce liver damage, hypoten- 
In contrast to such “seesaw” effects, Deprol’s sion, psychotic reactions or changes in sexual 
smooth, balanced action lifts depression as it calms function—frequently reported with other anti- 


anxiety — both at the same time. depressant drugs. 


® 
Dosage: Usual starting dose is 1 tablet * a 
q.i.d. When necessary, this dose may be grad- 
ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzi- 

late hydrochloride (benactyzine HCl) and 400 mg. 

meprobamate. Supplied: Bottles of 50 light-pink, yy 

scored tablets. Write for literature and samples. WY WALLACE LABORATORIES / Cranbury, N. J. 
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Medical News in Small Doses: 


ACADEMY PRESIDENT John Walsh of Sacramento, 
Calif. has been named a member of the Medical 
Advisory Committee of the Catholic Hospital 
Association which has national headquarters in 
St. Louis, Mo. . . A General Practice Section has 
been established and is now functioning at 
Hahnemann Medical College and Hospital in 
Philadelphia . . . Mississippi Chapter Member 
Lamar Arrington has been appointed to Presi- 
dent Kennedy’s Natural Resources Advisory 
Committee . . . Another Academy member, Dr. 
J. Arnold Bolz of Grand Rapids, Minn, has 
distinguished himself as the author of a new 
book, Portage Into the Past: By Canoe Along the 
Minnesota-Ontario Boundary Waters. Minnesota 
Colleague James A. Blake has reviewed the book 
and praises it as a combination of a colorful 
anthology of that country’s background and a 
vivid portrayal as it is seen today by the author 
... Academy President-elect Floyd C. Bratt was 
guest speaker at a recent meeting in Niagara 
Falls, N. Y., honoring the New York chapter’s 
new president, Dr. Edward H. Morgat . . . Mem- 
ber Wyatt Norvell of New Castle, Ky., a director 
of Kentucky Physicians Mutual, Inc., is new 
chairman of the Council on Allied Medical Serv- 
ices in Kentucky . .. The American College of 
Chest Physicians has established a relief fund for 
Cuban members of the college who have been 
exiled temporarily from their country. The 
college board of regents voted to contribute 
$5,000 to launch the fund and are asking their 
members and others who are interested to con- 
tribute ... New president-elect of the Santa 
Clara County (California) Medical Society is Dr. 
J. Alison Cary, AAGP member from Morgan 
Hill, Calif. .. Texas Governor Price Daniel re- 
cently named Academy Member R. L. Daily, 
Wichita Falls, to the State Advisory Hospital 
Council for a term of six years. 
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treats their 
acne 


* degreases 
skin 

completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
penetrates 

and softens 
comedones, 
unblocks pores 
and facilitates 
removal of sebum 
plugs. 


dries and peels 
the skin 
removes papule 
coverings and 
. permits drainage 
of sebaceous 
glands. 


Patients like Fostex because it is so easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 
fonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms 
FOSTEX Fostex Cream and Fostex Cake 
CREAM are interchangeable for thera- 
in 4.5 oz. jars peutic washing of the skin. 

Fostex Cream is approximately 
twice as drying as Fostex Cake. 
FOSTEX Fostex Cream Is also used as a 
pe Mpoo 
CA KE therapeutic sha in dan- 
bar form druff and oily scalp. 


Write for samples - 
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The basic question is whether we are to 
discard the system that has brought us to 
our present level of health care, and prom- 
ises much higher levels for the future, 
in favor of a regulatory strait jacket that 
stifles initiative, bureaucratizes research, 
and promises nothing for the future. 


You places 
Strait jacket...! 


An editorial writer recently made the interesting suggestion 
that the pharmaceutical industry might have avoided much 
of the current public interest in its affairs if they had simply 
restricted themselves to making aspirin tablets and rubbing 
alcohol, competing only by debating which aspirin dissolves 
faster. ¢ No one has seriously suggested a return to the 
“good old days” in therapeutics, but there are apparently 
some who would like to destroy the system that has pro- 
duced for us the finest medical care in the history of the 
world. Whether they attack the freedom of the patient to 
choose his physician, the freedom of the physician in the 
practice of his profession, or the freedom of the pharma- 
ceutical industry is immaterial. e If the desideratum is simply 
maintenance of the status quo in health care, medicine 
might well have rested on its 19th century laurels and the 


This message is brought to you on behalf of the 


pharmaceutical industry on aspl- producers of prescription drugs as a service to the 
medical profession. For additional information, 
lease write Pharmaceutical Manufacturers Asso- 


rin tablets and rubbin g alcohol. Piation, 1411 K Street, N.W., Washington 5, D. C. 
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News from the State Chapters 


NEW PRESIDENT-ELECT of the Missouri chapter 
is Dr. Roy W. Pearse of Nevada, Mo. Dr. Pearse 
was elected during the 12th annual meeting of 
the Show-Me State chapter in St. Louis. 

Installed at the annual President’s Banquet 
were Dr. Cecil G. Leitch of Blue Springs, presi- 
dent; Dr. Kenneth E. Knabb of Springfield, vice 
president, and Dr. John F. Pearl of St. Clair, 
secretary-treasurer. The retiring president, Dr. 
Preston C. Hall of St. Louis, was named chair- 
man of the board of directors. (See cut.) 

Over 400 physicians attended the scientific por- 
tion of the November 5-6 meeting. Lectures on 
medicine, surgery, and neurology and psychiatry 
for the general practitioner were included on the 
scientific program. (See cut.) 

Banquet festivities were highlighted with a 
speech by Chester Lauck, better known as 
“Lum” of the “Lum and Abner” radio series. 
Mr. Lauck is now executive assistant of the Con- 
tinental Oil Company in Houston, Tex. (See cut.) 

Mr. Conwell Carlson, medical science writer 
for the Kansas City Star, received the chapter’s 
annual award for outstanding leadership in im- 
proving health care in Missouri. (See cut.) 

The St. Louis (Missouri) chapter installed new 
officers at a recent annual dinner-dance meeting 
in St. Louis. Now in office are Dr. Vernon E. 
Michael, president; Dr. Eugene H. Edele, vice 
president; Dr. Lois C. Wyatt, secretary, and Dr. 
Richard F. Jeotte, treasurer. Dr. Wilbur A. 
Mullarky was named president-elect. 
© Dr. Edward H. Morgat of Niagara Falls, N.Y., 
took over as president during New York chapter’s 
12th annual meeting in Buffalo. Dr. Morgat suc- 
ceeds Dr. Louis Bush of Baldwin; L.I. 

The retiring vice president of the chapter, Dr. 
Royal S. Davis of New Rochelle, was named 
President-elect during the October 16-19 meet- 
ing. Other new officers are Dr. Joseph J. Kauf- 
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Missouri Chapter Officials—Snapped during Missouri 
chapter’s 12th annual meeting were (left to right) Dr. Roy W. 
Pearse, Jr., president-elect of the chapter; Dr. Cecil G. Leitch, 
president; Dr. Preston C. Hall, the retiring president, and 
Dr. John F. Pearl, secretary-treasurer. 


Panelists Spark Interest—Jnierest in the scientific sessions 
was heightened by panelists, (seated, left to right) Drs. John 
Buesseler, University of Missouri; L. R. Sante, Si. Louis 
University; Vernon Wilson, dean, University of Missouri 
Medical School; Elmer Hess, Erie, Pa., and T. E. Walsh, 
Washington University Medical School. Standing is Dr. 
Barney Finkel of Si. Louis, the moderator. 


“Lum” Featured at Banquet Festivities—Mr. Chester 
Lauck, better known as “‘Lum’’ of the “Lum and Abner” 
radio series was the featured speaker at Missouri chapter’s 
annual banquet. To his right are Dr. and Mrs. P. C. Hall of 
St. Louis. 


the outstanding contribution to better health care in Missouri 
is Mr. Conwell Carlson (left), medical science writer for the 
Kansas City Star. Presenting the award is Dr. P. C. Hall, 
retiring president of the chapter. 
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Award to Writer—Receiving Missouri chapter’s award for 


FLEXIBILITY 


in the formula base has obvious advantages to the 
physician, who must decide what each infant needs, 
and when changes are indicated. An evaporated milk 
formula is a prescription formula, permitting the 
physician to adjust 


... the type and amount of carbohydrate << => 
... the degree of dilution to required strength 
Evaporated milk is the formula base proved successful E 
by clinical experience . . . for 50 million babies. “xy 
FLEXIBILITY PLUS: MILK 
Higher protein level recommended when cow's milk is fed 
to babies 
Added vitamin D in required amounts 
Maximum nourishment— minimum cost to parents ©1959 PET) 
PET MILK COMPANY, ST. LOUIS 1, MO. o_o 
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man of Newark, vice president, and Dr. John J. 
Flynn of Brooklyn and Dr. George G. Hart of 
Lake Placid, respectively speaker and vice speak- 
er of the congress of delegates. Dr. Raymond S. 
McKeeby of Binghamton was re-elected secre- 
tary-treasurer. 

Held during “Family Doctors Week,” as pro- 
claimed by Governor Nelson A. Rockefeller, the 
meeting included symposia on diuretics, cardi- 
ology, headache, cancer and psychiatry. Special 
interest was evidenced in the symposium on can- 
cer due to the feeling that a breakthrough on the 
baffling disease is imminent. The scientific pro- 
gram was built around a core of well known 
Buffalo medical educators, with several national 
medical experts also speaking. 

A highlight of the meeting was the adoption 
by the congress of delegates of a strongly-worded 
statement protesting the policies of a chief of the 
medical staff at a local hospital who is seeking to 
bar general practitioners from performing sur- 
gery at the hospital. 

Dr. Annis Gillie of London, England, chair- 
man of the Council of the British College of 
General Practitioners, was a guest at the meeting. 
@In one of his last official duties as president of 
the AAGP, Dr. John G. Walsh of Sacramento, 
Calif. will preside over the installation of new 
Indiana chapter officers this month in Indian- 
apolis. The ceremonies will take place during the 
chapter’s 18th annual meeting. 

Among the speakers scheduled for the March 
15-16 meeting are Dr. Walsh and Drs. George 
Crile of Cleveland, Ohio; Floyd A. Boyer, Donald 
W. Brodie, Morton Leeds, Joseph L. Morton, 
Eugene P. Cornett and George J. Garceau, all of 
Indianapolis; George W. Crane and Harvey 
Kravitz, both of Chicago; M. J. Miller of Evans- 
ville, Ind., and Irvine H. Page and A. F. Gold- 
farb, both of Philadelphia. 

On November 18, the Indiana chapter also 
sponsored a symposium on clinical medicine and 
surgery in South Bend. (See cut.) 
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@ Scenic Lake Lawn Lodge in Delavan, Wis., 
was the setting November 30 for a combination 
scientific symposium and chapter officers’ con- 
ference sponsored by the Wisconsin chapter. 

The morning symposium concerning obstetrics 
and gynecology, was moderated by Dr. Edgar 
End, chairman of Wisconsin chapter’s education 
committee. 

The chapter officers’ conference, consisting of 
three pow-wow’s, commenced in the afternoon. 
Dr. Charles Picard was moderator of the first 
pow-wow which dealt with medical matters 
affecting the general practitioner. Pow-wow num- 
ber two, moderated by Dr. A. H. Stahmer con- 
cerned education and postgraduate programs. 
Pow-wow number three, dealing with state chap- 
ter affairs, was led by Dr. David N. Goldstein. 
@ The Baker Hotel in Hutchinson was the site of 
the first independent meeting to be held by the 
Kansas chapter. Formerly, the chapter had met 
during the annual meeting of the Kansas State 
Medical Society. 

Officers installed during the October 19-20 
session were Dr. J. Allen Howell of Wellington, 


Indiana Symposium— Shown registering at Indiana chapter's 
symposium on clinical medicine and surgery are Dr. 
Bernard E. Edwards (left), and Dr. Harry Pandolfo, imme- 
diate past president and president, respectively, of the Indiana 
chapter. Over 175 physicians attended the November 18 sym- 
posium in South Bend. 
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president; Dr. Norman H. Overholser of El 
Dorado, vice president; Dr. Yale Eugene Park- 
hurst of Belle Plaine, secretary-treasurer, and 
Mr. Gene Wilcox of Winfield, executive secre- 
tary. Dr. Gaylord P. Neighbor, Kansas City, 
Kan., was named president-elect. (See cut.) 

The scientific lectures, devoted to the general 
subject of syphilis, were followed by panel and 
round-table discussions. 

It was announced that the 1961 meeting will 
be held in Wichita. 
eThe Connecticut chapter has thrown its en- 
thusiastic support behind a plan establishing 
state scholarships for medical school students 
who intend to enter general practice in Connecti- 
cut. 

Developed by the Norwich (Connecticut) health 
director, Dr. Lewis Sears, and known as the 
Sears Plan, a loan of $2,500 a year to 10 medical 
school students will be provided by the state, 
with the assurance that the aid will continue 
throughout the student’s four years of medical 
school. The student must legally agree to return 
to Connecticut after the completion of his hospi- 
tal training and enter general practice for at least 
five years. At the end of this period he may leave 
the state or terminate general practice, but is 
then required to repay the $10,000 loan, plus 
normal interest. 

However, if he remains in Connecticut as a 
general practitioner, the loan will be reduced 20 
per cent each year starting with his sixth year of 
practice. At the end of 10 years, the requirements 
of the loan will have been satisfied and the money 
becomes an outright grant. 

In commenting on the proposed Sears Plan, 
Dr. Harold von Glahn of Old Lyme, president of 
the Connecticut chapter, said that our society 
can ill afford to lose a potential medical school 
student because the candidate does not have the 
financial means to see him through four years of 
medical education. “Because of this,’”’ Dr. von 
Glahn concluded, “the chapter is ready to ac- 
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Kansas Chapter Officials— Pictured during Kansas chap- 
ter’s annual meeting were (front row, left to right) Drs. J. 
Allen Howell, president; Gaylord P. Neighbor, president- 
elect, and Norman H. Overholser, vice president. Left to right 
in the back row are Drs. Lawrence E. Leigh, delegate; Y. E. 
Parkhurst, secretary-treasurer; Cloyce A. Newman, imme- 
diate past president, and Floyd E. Dillenbeck, alternate 
delegate. 


tively support this measure when it is presented 
before the Connecticut General Assembly.” 

@ Doctors attending the eighth annual meeting 
of the Arizona chapter were told that they could 
reduce their fees and increase their income 
through modern business methods. 

Thus advising the doctors at the October 13-15 
meeting in Scottsdale were Edward W. Rice, 
president of the Doctors’ Business Bureau in 
Boise, Ida.; Gary Wade of Tucson, who holds a 
similar post in Old Pueblo, and G. J. McDonough 
of Phoenix, manager of the collection agency de- 
partment of the Medical and Dental Finance 
Bureau of Arizona. 

Three clinics—a urology clinic under the lead- 
ership of Dr. David K. Worgan of Seattle, Wash., 
a psychosomatic clinic directed by Dr. Edward 
J. Kollar of the Neuro-psychiatric Institute at 
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In peptic ulcer diets 
naturally nutritious oatmeal 


combines high protein with 
low stimulating 


Since Oatmeal provides the highest natural pro- 
tein content of any whole-grain cereal, it’s ideally 
suited as a dietary food in the management of 
peptic ulcers, especially because it is bland, non- 
irritating, and has low stimulating action. 

Among leading cereals, Oatmeal has the high- 
est natural B: content, and is especially high in 
iron and phosphorus, but low in sodium. 

One ounce of Quaker Oats provides the follow- 
ing percentages of adult M.D.R.: Thiamine 
(vitamin B:) 16.5%, phosphorus 16.5% and iron 
11.0%. Each ounce also provides 110 calories, 


| and 16.7% protein, 69% fat, 62.4% carbohy- 


drates, and 1.5% non-nutritive crude fiber. 


Wik The Quaker Oats Company 


OATS 


CHICAGO 54, ILLINOIS 
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UCLA, and a burn clinic led by Col. Edward N. 
Vogel, Jr., M.C. were included on the scientific 
program. 

Officers selected during the annual business 
meeting were Drs. Noel G. Smith of Phoenix, 
president-elect; A. H. Tallakson of Phoenix, vice 
president; Richard Flynn of Tempe, secretary, 
and Matthew Cohen of Phoenix, treasurer. The 
new president is Dr. A. V. Dudley of Tucson. 

Social highlight of the three-day meeting was 
the annual golf tournament, won this year by Dr. 
A. H. Tallakson. 

The 1961 annual meeting, scheduled for Oc- 

tober, is to be held in Tucson. 
@ Jefferson County (Kentucky) chapter members 
were hosts to over 200 specialist friends at their 
first Arthur O. Goodman Memorial Lecture held 
November 10 in Louisville. (See cuts.) 

Dr. Goodman died shortly after completing 
his term of office as chapter president. 

Guest speaker for the meeting was the re- 


Posthumous Honor—Dr. Arthur L. Goodman (left), son of 
the late Dr. Arthur O. Goodman who was honored by a me- 
morial lecture in Louisville, is shown chatting with guest 
speaker, Dr. Charles A. Doan of Columbus, Ohio (center), 
and Dr. Carroll L. Witten, president of the Jefferson County 
(Kentucky) chapter and toastmaster for the affair. 
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cipient of the American Medical Association’s 
1960 Distinguished Service Award, Dr. Charles A. 
Doan of Columbus, Ohio. His presentation was 
entitled, ‘Every Physician’s Problem—Anemia.” 
e@ Dr. Otto A. Moellmer of Rupert was named 
president-elect during Idaho chapter’s annual 
meeting October 7-8 in Pocatello. Dr. Joseph B. 
Marcusen of Nampa is the new secretary. Dr. 
John T. Brunn of Meridian succeeds Dr. Arch 
T. Wigle of Pocatello as President. 

@One hundred and one doctors registered for 
San Diego (California) chapter’s fifth annual 
scientific symposium November 10-12. 

Held at the Riviera Hotel in Las Vegas, Nev. 
the program featured an outstanding panel of 
speakers. Of particular interest was a series of 
three talks given by Dr. Walter A. Alvarez of 
Chicago. Dr. Alvarez, formerly with the Mayo 
Clinic and a prolific writer and columnist, spoke 
on puzzling types of abdominal pain, common 
unrecognized epilepsy and nervous syndromes. 


Distinguished Guests—Seated at the head table during the 
first Arthur O. Goodman Memorial Lecture were (left to right), 
Drs. Edgar B. Morgan, president-elect of the Kentucky chap- 
ter; Frank M. Gaines, assistant dean, University of Louis- 
ville School of Medicine; Charles A. Doan, guest lecturer; 
Carroll L. Witten, president of the Jefferson County (Ken- 
tucky) chapter; George W. Pedigo, president of the Jefferson 
County Medical Society, and Marion Beard, professor of he- 
matology at the University of Louisville School of Medicine. 
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the new high-potency multivitamin from Robins 
eH dded to dieting regimens, Adabee’s authoritative quantities of A,B, C,andD 
gs © vitamins help tissue levels up when food intake must be ely curtailed. =” 
: vitamins help ssue up en e mus sever curta f 
it serves up its basic nutrition without folic acid, or trar 
| ingredients of recently challenged rationality.’* If you have a patient on a 
support him with Adabee. Each yellow, capsule-shaped tablet contains: Vitamin A, 
; et its; Vitamin D, 1,000 USP units; Thiamine mononitrate (B,), 15 
25,000 USP units; Vitamin D, 1,0 units; Thiamine itrate 15 
; Pyridoxine HCI (B,), 5 mg.; Nicotinamide, 
mg.; Riboflavin (B.), 10 mg.; Pyridoxine (B.), 5 mg.; Nicotinamic 
50 mg.; Calcium pantoth 10 mg.; and Ascorbic acid (vitamin C), 4 a 
mg.; Calcium pantothenate, 10 an acid (vitamin C), | 
250-mg. Or if you prefer, there’s -M wit eig als. 
references: 1. JAMA, 169:41, 1959.2. 173:240, 1960. 3. J.A.M.A., 173:1831, 1960. 4. J.AM.A:, 174:1332, 1960 
A.H.Robins Company inc.Richmond,Va. 


Fars, Noses and Adolescents Close Out 1961 Assembly in Miami Beach 


Scientific Program Finale April 20 Offers Sound Training in Pertinent Areas 


THE FINAL HALF-DAY of the 1961 Assembly on 
April 20 in Miami Beach offers only three major 
presentations, but it more than makes up for this 
Sparsity by the quality of the speakers and the 
Pertinence of the subjects. When this part of the 
program was completed many months ago, one 
member of the committee remarked: “‘Offhand, I 
fan t think of three subjects on which the average 
general practitioner has less sound basic training 
than the ear, the nose and problems of the ado- 
Iescent.”’ 

Taking these subjects in order, the first speaker 
mill be Dr. Lester A. Brown of Atlanta, Ga. After 
@aduating from Emory in 1932 and interning at 
Georgia Baptist and Grady hospitals, Dr. Brown 
@id graduate study under Harris Mosher at 
Harvard in 1934-35. He then returned to his 
alma mater, where he is now clinical associate 
professor. (World War II interrupted and he 
@merged a major after three years in the Army.) 

He is also chief of 
te Department of 
Otolaryngology at 
Grady Hospital, as- 

SOciate at Emory and 
Georgia Baptist hos- 
Pitals. His list of pro- 
fessional associations 
Tins the gamut of the 
nose and throat 
SOcieties—among 
Which he lists a presi- 
and a vice 


Dr. Brown advises that there are four areas of 
otologic study about which there is a great deal 
of controversy among the “‘experts.’’ These four 
subjects (none of them of rare or esoteric nature) 
include: (1) Serous otitis media (fluid behind the 
eardrum); (2) the so-called “collapsed” Eusta- 
chian tube; (3) how and why vertigo more com- 
monly does not come from ears; and (4) that 
“new” operation for deafness called stapes. Each 
of these situations will be discussed, with an 
evaluation of the pros and cons. 


Neglected Region 


Progressing from ear to nose, the second eminent 
lecturer of the Assembly finale is Dr. Frederick 
T. Hill, medical director of Thayer Hospital, 
Waterville, Me. Dr. Hill is a member of the 
Board of Examiners of the American Board of 
Otolaryngology (of which he was president for 
the years 1953, 54 
and ’55). He is on the 
editorial board of The 
Annals of Otology, 
Rhinology and Laryn- 
gology and chairman 
of the Advisory Coun- 
cils for both Hospi- 
tals and Health-Wel- 
fare in the State of 
Maine. He belongs to 
a baker’s dozen of 
professional groups, 


Presidency, as well as 
Being vice chairman 
Of the AMA Section 
Otolaryngology. 
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Lester A. Brown, M.D. 
—will discuss the four 


areas of otologic study 
about which there is some 


controversy. 


Frederick T. Hill, M.D. 
—will emphasize anatomy, 
examination and surgery 
of a neglected region. 


has served as presi- 
dent of six of them 
and as vice president 
of a couple more. 
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offers maximum assurance against recur- 
rence and adverse reactions. 


RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature. 
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Indiscussing ‘‘Sur- 
gery of the Naso- 
pharynx,” Dr. Hill 
points out that this 
is probably the most 
neglected region in 
the field of otorhino- 
laryngology, because 
of its inaccessibility. 
Because accurate di- 
agnosis depends on 
thorough physical 
examination and ade- 
quate surgery re- 
quires sound knowl- 
edge of the structures 
involved, the first 
part of the presentation will be devoted to 
anatomy and the techniques of examination. 

Adenoidectomies will then be discussed and 
reasons outlined for unsatisfactory results. Other 
surgical procedures to be considered include cho- 
anal polyp, nasopharyngeal cyst, congenital atre- 
sia of the posterior choana, foreign bodies, juve- 
nile basal fibroma and neoplasms. 

Every year, the Committee on Scientific As- 
sembly undertakes to save “‘some of the very 
best” for the last. It’s sort of like a rich tasty 
dessert to top off a hearty nutritional dinner. 
Presumably there is no harm in whispering that 
it’s also a device to lure physicians into staying 
for the full four days of the meeting. 


Perspective on Adolescence 


The 1961 program is no exception. Inmany ways 
the final presentation on Thursday should be one 
of the most stimulating, as well as interesting, of 
the whole week. It will be a 60-minute panel dis- 
cussion of: “‘Adolescence—Its Perspectives and 
Problems.” Two of the participants you have 
already acclaimed at previous Assemblies and 
the third speaker is no less renowned. 
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Panel to Tackle Problems of Adolescence— Dr. Goodrich C. Schauffler (left) of Portland, Ore. 
with a life-time background in pediatric gynecology, will moderate the panel discussion on 
“‘Adolescence—Its Perspectives and Problems.” Lending perspective to the problems will be 
panelists, Dr. George Constant (center) of Victoria, Tex. and Dr. Edward M. Litin (right) of 
the Mayo Clinic. 


The moderator will be Dr. Goodrich C. 
Schauffler of Portland, Ore. whose lecture on 
“Teen-Age Obstetrics” four years ago in St. 
Louis will be remembered by many. Dr. Schauff- 
ler’s long and dramatic career as an author, 
teacher, editor, philosopher and world traveler; 
his 34 years as founder and publisher of Western 
Journal of Surgery, Obstetrics and Gynecology; his 
service in Washington and China on UNRRA 
Health Programs; his recognized position as a top 
authority on pediatric gynecology; his long list of 
lectures and writings—all combine to make him 
the logical choice for the 1961 ‘“‘wrap-up” 
presentation. 

Incidentally, most of the women patients 
probably are assiduous readers of his monthly 
column in Ladies Home Journal. It should also 
be mentioned that he has been connected with 
University of Oregon Medical School since 1929 
and has been associate clinical professor in ob- 
stetrics and gynecology since 1935. 

Dr. George A. Constant of Victoria, Tex. will 
be another well-remembered name, for his stimu- 
lating discussion and pithy responses to panel 
questions at the Dallas Assembly. Formerly 
associated with the faculties of the University of 
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Nebraska and Northwestern medical schools, he 
abandoned big-city practice 12 years ago, con- 
vinced of the need for practical psychiatry in the 
smaller communities. 

An organizer of the Texas Medical Research 
Foundation, visiting lecturer at the University 
of Texas Medical Branch, Galveston, and Notre 
Dame, and consultant to the Devereaux Schools, 
he was selected as one of the “Five Outstanding 
Young Men of Texas” in 1954. In addition to 
the expected psychiatric groups, he is active in 
the National Academy of Religion and Mental 
Health, and the Texas Committee on Alcoholism. 
His professional writing has been related to al- 
coholism, neurology and psychiatry. 

The third member of this group, Dr. Edward 
M. Litin, is new to the national Assembly scene, 
but in recent years has become well known to 
many Academy members through his appear- 
ance on some 25 state chapter programs, as well 
as numerous regional symposia cosponsored by 
Academy groups. A product of Minneapolis and 
a graduate of the University of Minnesota, he 
has since 1948 been a consultant in the Section 
of Psychiatry of the Mayo Clinic—his lifelong 
association with the “land of lakes” breken only 
by a period of internship at University of Utah 
and a three-year stint as captain in the army 
medical corps. 

He is a diplomate of the American Boards of 
both Psychiatry-Neurology and Child Psychia- 
try. His numerous associations include the Amer- 
ican Orthopsychiatric Association, the American 
Academy of Pediatrics and the Law-Science 
Academy of America. 

From this triad of top experts should come one 
of the most discriminating and comprehensive 
dissections of what makes the adolescent tick 
that it has ever been the privilege of a medical 
audience to experience. Dr. Schauffler’s obvious 
Primary area of approach will be concerned with 
the education of adolescents, particularly fe- 
males, conditioning them in their communication 
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with physicians, and orienting the physician— 
particularly the family doctor—in relation to 
certain helpful artifices in developing the com- 
plete cooperation of the younger patients. 

Drs. Constant and Litin will share the respon- 
sibility of evaluating the psychology (and the 
most frequent psychiatric traumas) of the ado- 
lescent. Here, too, particular stress will be placed 
on the need of boys and girls for “doctors who 
listen and understand.” Techniques will be out- 
lined for explaining the controls and the phi- 
losophy of sex—not merely the mechanics and 
dangers. Similarly, suggestions will be offered 
for “selling’’ social relationships as a present 
substitute for sexual relations; for explaining 
“growing up” and the importance of preparing 
for adulthood. 


Two Outstanding Programs Announced 
For Sea and Shore Invitational Congress 


TWO STIMULATING scientific programs are en- 
compassed in this year’s post-Assemb!y Invita- 
tional Scientific Congress. One portion of the 
Scientific Congress will be shipboard on the 
luxurious MS Franca C, beginning April 21, 
and the other part will be held April 25 in San 
Juan, Puerto Rico. 

The entire program qualifies for Category I 
postgraduate study credit. A registration fee of 
$25 includes all expenses for the scientific meet- 
ing and the doctor-registrant tickets to the 
banquet in San Juan. 

Shipboard, four days have been set aside for a 
series of lectures by Dr. Edward H. Rynearson 
and Dr. Jacob A. Glassman. Dr. Rynearson is 
professor of medicine, Mayo Foundation, Uni- 
versity of Minnesota and a past president of the 
Endocrine Society. Dr. Jacob A. Glassman is 
assistant clinical professor of surgery at Univer- 
sity of Miami and is former professor of surgery 
at Cook County Postgraduate School. 


| 
4 

|| 
193 


TRICHOMONADS_ 


1. VAGISEC liquid and jelly 2. VAGISEC’s three active 3. Water is forced through the 
penetrate and dissolve ingredients* permeate the weakened cell wall, causing 
vaginal mucus, exposing cell’s membrane, remove trichomonad to swell and 
even deeply embedded waxes and lipids, denature explode. All within 15 
trichomonads. proteins. seconds of contact. 


Specific therapy for vaginal trichomoniasis 
VaGiseEc® liquid and jelly. “Many other chemicals 
stop motion and we have assumed that the organisms are 
dead, but with [VaGIsEc] there can be no doubt, since only 
fragments remain.”! 


The first office treatment with VAGISEC brings 


immediate symptomatic relief. With the very first 
office treatment, Decker? achieved immediate relief of 
acute symptoms in all 64 cases of acute trichomoniasis 
studied. 


Cure rates as high as 96% with VAGISEC con- 
firmed by negative cultures for three consecutive 


months. Roberts and Sullivan® successfully treated 96% 
(48 of 50) vaginal trichomoniasis patients with VAGISEC, all 
of whom remained flagellate free, as proved by repeated 
negative cultures for three months after treatment. Gior- 
lando and Brandt,* and Weiner5 were equally successful 
with VAGISEC, curing 93.1% (54 patients of 58), and 90.2% 
(46 patients of 51) respectively, by means of the VAGISEC 
technique. 


To prevent re-infection—RA MSES° for the hus- 


band. As Romney‘ points out, “. . . therapy which is di- 
rected solely towards the female patient is unrealistic and 
ineffectual.” Husbands readily cooperate when you pre- 
scribe RAMSES, the prophylactic with “built-in” sensitivity. 
ge 1. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
2. Decker, A : New York J. Med. 57:2237 (July 1) 1957. 3. 
Roberts, C. os and Sullivan, J. J.: Mg Med. /:12 (Apr.) 1960. 
4. Giorlando, s. W., Brandt, .: Am. J. Obst. & Gynec. 
76:666 (Sept.) 1958. 5. Weiner, H. H.: Clin. Med. 5:25 (Jan.) 
1958. 6. Romney, S. L: M. Sc. 8:235 (Aug. 25) 1960. 

VaGisec and RAMSES are registered trade-marks of Julius Schmid, al 


VAGISEC 


*Active ingredients in VaGisEc liquid: Polyoxyethylene nonyl phe- 
nol, sodium ethylene diamine tetra-acetate, sodium dioctyl sulfosuc- 
cinate. In addition, VaGIsEc jelly contains alcohol 5% by weight. 


423 West 55th Street 
Julius Schmid, Inc. New York 19.N_Y. 
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Assembly News 


The shipboard program will be as follows: 


First Session 
Dr. PAUL READ, chairman of the Invitational 
Scientific Congress Committee, presiding 
“The Acute Abdomen’’ 
Dr. GLASSMAN 
“The Use and Abuse of Hormones” 
Dr. RYNEARSON 


Second Session 
Dr. JOHN O. MILLIGAN, member of the Invita- 
tional Scientific Congress Committee, presiding 
“The Thyroid Nodule: Hot or Cold” 
Drs. GLASSMAN and RYNEARSON 


Third Session 
Dr. DONALD Kast, member of the Invitational 
Scientific Congress Committee, presiding 
“Re-evaluation of the Management of Carci- 


noma of the Breast”’ 
Drs. GLASSMAN and RYNEARSON 


Fourth Session 


Dr. JOHN G. WALSH, immediate past president 
of the AAGP, presiding 

“The Art of Medicine and Surgery in Town 

and Country” 


Drs. GLASSMAN and RYNEARSON with 
Dr. MALCOM PHELPS, El Reno, Okla.; 
Dr. DANIEL RoGERS, Wenham, Mass.; 
Dr. JOHN MILLIGAN, Seattle, Wash. and 
Dr. JULIUS MICHAELSON, Foley, Ala. 


Mid-morning on Monday, April 24, the Franca 
C will dock at San Juan. The next morning, from 
94.M. to 12 NOON, the following program will be 
presented in the auditorium of the University of 
Puerto Rico School of Medicine: 
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Seminar on Bilharziasis 


Moderator—JOSE A. DEJESUS, M.D., professor 
and head of the Department of Medicine of the 
Dental School and assistant professor of clinical 
medicine at Puerto Rico School of Medicine. 


“Laboratory and Research Aspects of Bil- 
harziasis” 

RAFAEL RODRIGUEZ-MOLINA, M.D., assist- 

ant director of research, VA San Patricio 


Hospital 


“Clinical and Therapeutic Aspects of Bil- 
harziasis” 

FEDERICO HERNANDEZ-MORALES, M.D., pro- 
fessor of clinical medicine, Puerto Rico Uni- 
versity; regional governor, FACP 


“Surgical Aspects of Bilharziasis”’ 
Francisco L. RUFFUCCI, M.D., professor of 
surgery, Puerto Rico University; and 
Luts SALAS, M.D., chief of surgery, Hospital 
de Damas, Ponce, P.R. 


The program planners say this is an un- 
precedented opportunity for a complete review 
of the schistosoma—etiology, diagnosis and 
therapy—from some of the world’s leading au- 
thorities on blood flukes. 

Dr. Floyd Bratt, new AAGP president, will 
preside at the banquet which will be held in the 
Tropicana Club of El San Juan Intercontinental 
Hotel. 

Physician-registrant tickets are included in 
the registration fee. Additional tickets may be 
purchased for $7.50. A cocktail reception preced- 
ing the banquet will be held, courtesy of Mr. and 
Mrs. Lee J. Kirkland. 

Travel arrangements for the Invitational Scien- 
tific Congress are being made by Lee Kirkland 
Travel, 1231 Baltimore Avenue, Kansas City 
5, Mo. 
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HELENA RUBINSTEIN, 


NORTHERN BLVD., GREENVALE, L. YORK 


CLINICAL RESEARCH DIVISION 


NEW CLINICAL EVIDENCE THAT THE TOPICAL HORMONE 
APPROACH TO THE AGING SKIN PROBLEM IS A SAFE APPROACH: 


IN A RECENT STUDY?* 
«-ea& hormone cream* containing 10,000 I.U. estrogen 

and 5 mg. progesterone per ounce was again clinically 
tested on a group of 100 menopausal patients. 


THE CREAM WAS USED CONTINUALLY EACH NIGHT 
e--for almost two years in twice the dosage 

recommended. "Before" and "after" examinations 
revealed no signs of adverse systemic reaction, 
untoward vaginal or cervical changes, abnormal 
cytology, or endometrial bleeding. 


THE INVESTIGATOR CONCLUDED 
"...there is no danger of using the...cream if it is 
used daily and as directed by the manufacturer...."' 


CONCURRENCE WITH CLINICAL CONSENSUS 
Thus, once again, "It is the consensus of opinion among 
experienced observers that cosmetic hormone creams 

with a maximum potency of 10,000 I.U. per ounce... 

if used in the manner recommended by the informed 
manufacturer are free from systemic effects."? 


"Most estrogen creams currently available do not 

contain more than 10,000 I.U. of estrogen per ounce. 
When...used according to directions, they appear to 
be free of any abnormal systemic effects." 


References: (1) Karnaky, K. J.: Tri-State M. J. 8:6 (March) 
1960. (2) Peck, S. M., and Klarmann, E. G.: Practitioner 
173:159, 1954. (3) Blank, I. H.: J.A.M.A. 164:412 (May 25) 1957. 


*ULTRA FEMININE® Face Cream 


Write to Clinical Research Division, Helena Rubinstein, Inc., 
at the above address, for an informative brochure, "Effect 
of Topical Hormones on the Skin." 


©1960, HELENA RUBINSTEIN, INC. 
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Assembly News 


Eden Roc and Fontainebleau Setting 
For Ladies’ Assembly Entertainment 


A LUNCHEON in the setting of the Eden Roc’s 
Pompeii Room will inaugurate scheduled activi- 
ties for the ladies during the Assembly next 
month in Miami Beach, Fla. 

Mrs. Walter Glenn, chairman of the Ladies’ 
Entertainment Committee, reports that Mrs. 
Franklin J. Evans of Coral Gables will be chair- 
man for the luncheon. Scheduled for 12 noon on 
Tuesday, April 18, the luncheon theme will be 
“Getting To Know You.” 

Also on Tuesday, beginning at noon, the chil- 
dren will be entertained at a Hot Dog Lunch and 
Party in the Roc n’ Roll Room of the Eden Roc. 

The highlight of the Wednesday program will 
be a sit-down tea and fashion show in the ball- 
room of the Fontainebleau. Mrs. Walter Sackett, 
Jr., Miami, will be chairman for this function 
which will be held from 3 to 5 P.M. 

At 9 o’clock Wednesday evening the ladies will 
join their husbands for the annual President’s 
Reception, which this year honors President 
John Walsh of Sacramento, Calif. 

Mrs. Glenn has announced her committee 
chairmen who will handle the various phases of 
the entertainment. They are as follows: Mrs. C. 
A. Peterson, Ft. Lauderdale, Hospitality; Mrs. 
Franklin Evans, Coral Gables, Luncheon; Mrs. 


All nonmember physicians, excepting 
interns and residents, will pay a $5 
registration fee at the Scientific Assem- 
bly April 17-20 in Miami Beach. The 
exception will be Wednesday, April 19, 
when all physicians from Broward and 
Dade counties will be Assembly guests. 
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Walter Sackett, Jr., Miami, Tea and Fashion 
Show; Mrs. Richard Owen, Ft. Lauderdale, 
Favors; Mrs. Warren Zundell, Miami, Decora- 
tions, and Mrs. John Baber, West Palm Beach, 
Tickets. 


Entertainment Will Center Here— Activities for the women 
and children will be held at the Eden Roc and Fontainebleau, 
Assembly headquarters hotels. They are shown in the fore- 
ground in their luxurious beach settina. 


. 
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To the 50,000 doctors who 
own electrocardiographs... 
you already 
have the 
necessary 
ecording 


tion by meanis of the Achilles 

ex 
test. Why not 
augment your 


armamentarium 


Illustrated (left) is a typi- 
cal record of a hypothy- 
roid patient — the tracing 
was taken with a Burdick 
EK-Ill Electrocardiograph 
although any standard ECG 
may be used. The entire 
procedure — positioning 
the patient, connecting the 
Photomotograph to the 
ECG, tapping the Achilles 
tendon, checking the results — takes only a 
few minutes. 


To measure and interpret the tracing is a quick, 
simple procedure. The technic is quickly mas- 
tered, and the results are reliable. 


Investigate the Burdick Photomotograph. Your 
local Burdick dealer will gladly demonstrate the 
unit for you at your convenience and give you 
complete information. 


THE BURDICK 
CORPORATION 
MILTON, WISCONSIN 


BRANCH OFFICES: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 
Dealers in all principal cities 
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Assembly News 


Scientific Lecture Program 


APRIL 17-20, MIAMI BEACH, FLORIDA 


Hour MONDAY? April 17 


9:00-9:30 A.M. REGISTRATION 


BEGINS 8:30 A.M. 


9:30-10:00 A.M. OPENING OF SCIENTIFIC ela 
AND TECHNICAL EXHIBITS AI 
9:00 A.M. 
10:00—-11:00 a.m. 
11:00-11:30 
LE 
11:30-12:00 a.m. AR 
OPENING OF PROGRAM 
WELCOMING SPEECHES 
12:00-1:30 P.M. 1:00 P.M. 
1:30-2:00 p.m. Economics of Medicine, Today ) 
and Tomorrow 
J. S. DETAR, M.D., 
Moderator 
EDWIN VINCENT ASKEY, M.D. Re 
Mr. HowarD HASSARD 
Mr. WALTER P. REUTHER 
2:30-3:00 P.M. Mr. RoGER FLEMING 
Mr. CONRAD COOPER 
3:00-4:00 P.M. RECESS FOR EXHIBITS 
4:00-4:30 P.M. Economics of Medicine 
Panel Discussion 
4:30-5:00 P.M. 
Evening DELEGATES’ DINNER 
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IRTEENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 


WEDNESDAY® April 19 


THURSDAY? April 20 


he So-Called “Simple Hernia” 
J, A. GLASSMAN, M.D. 


What Price Hormones 
EDWARD H. RYNEARSON, M.D. 


Common Ear Problems 
LESTER A. BROWN, M.D. 


Delayed Sequelae of Upper G.I. Surgery 
ALTON OCHSNER, M.D. 


Physical Diagnosis 
Louis A. M. KRAUSE, M.D. 


Surgery of the Nasopharynx 
FREDERICK T. HILL, M.D. 


ESS FOR EXHIBITS 


RECESS FOR EXHIBITS 


RECESS FOR EXHIBITS 


rauma of Extremities 

BERNARD P. HARPOLE, M.D., 
Moderator 

LENOX D. BAKER, M.D. 

ARNOLD GRISWOLD, M.D. 


Effects of Exercise on Cardiacs 


HERMAN K. HELLERSTEIN, M.D. 


Dropsy 
GEROGE T. HARRELL, JR., M.D. 


Adolescence: Its Perspectives and 
Problems 
GooprRICcH C. SCHAUFFLER, M.D., 
Moderator 
GEORGE A. CONSTANT, M.D. 
EDWARD M. LITIN, M.D. 


NOON RECESS 


hat to Do About Vaginitis 
WILLIAM F. GUERRIERO, M.D. 


he Female Hormones 
ROBERT B. GREENBLATT, M.D. 


ISADORE DYER, M.D. 


ESS FOR EXHIBITS 


mergencies in the First Stage of Labor 
DENIS CAVANAGH, M.D. 


Can You Diagnose Cancer? 
EMERSON Day, M.D. 


Nonsurgical Treatment of Cancer 
Davip A. KARNOFSKY, M.D. 


Living with Cancer 
MALCOM PHELPS, M.D. 


RECESS FOR EXHIBITS 


Dermatology in Your Office 
LEON GOLDMAN, M.D. 


adiation and Pregnancy 
Compr. ‘THomas B. LEBHERZ, MC, USN 


Tumors of the Skin 
RICHARD D. BRASFIELD, M.D. 


ATE CHAPTER FUNCTIONS 


PRESIDENT’S RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 
EXHIBIT HALLS CLOSE 
12:30 P.M. 
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Assembly News 


Schedule of Events 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI BEACH, FLORIDA 


Day and Date Event 


Place 


Friday, April 14 , Board of Directors Meeting 
Nominating Committee 


Saturday, April 15 b Reference Committee Chairmen Breakfast 
Nominating Committee Breakfast 
Rules Committee 
Nominating Committee Hearings 
Delegates’ Registration 
Ladies’ Registration and Hospitality 
Joint Luncheon Meeting: Board, 
Local Arrangements Subcommittee 
Chairmen, Scientific Assembly Committee 
Congress of Delegates Convenes 
Three Reference Committee Meetings 


Sunday, April 16 ‘ Committee on Scientific Assembly 
Breakfast 
Three Reference Committee Meetings 
Ladies’ Registration and Hospitality 
Exhibitor Registration 
General Registration 
Congress of Delegates 
Three Reference Committee Meetings 
Three Reference Committee Meetings 


Monday, April 17 ; Committee on Scientific Assembly 
Breakfast 
General Registration 
Three Reference Committee Meetings 
Congress of Delegates 
Ladies’ Registration 


Eden Roc 
Eden Roc 


Eden Roc 
Eden Roc 
Eden Roc 
Eden Roe 
Eden Roc 
Eden Roc 
Eden Roc 


Eden Roc 
Eden Roc 


Eden Roc 


Fontainebleau 


Eden Roc 


Convention Hall 
Convention Hall 


Eden Roe 
Eden Roc 


Fontainebleau 


Eden Roc 


Convention Hall 


Fontainebleau 


Eden Roc 
Eden Roc 


(Continued on nett P 
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Schedule of Events (Continued from preceding page) 


ANNUAL SCIENTIFIC ASSEMBLY—MIAMI 


BEACH, FLORIDA 


Day and Date Time 


Event 


Place 


Monday, April 17 12:00 NOON 
(continued) 1:00 P.M. 
6:30 P.M. 


Tuesday, April 18 8:30 A.M. 
9:00 A.M. 
9:00 A.M. 
12:00 NOON 
12:00 NOON 
12:15 P.M. 


3:00 P.M. 
3:00 P.M. 
EVENING 


Wednesday, April 19 8:30 A.M. 
9:00 A.M. 
9:00 A.M. 
3:00 P.M. 
3:00 P.M. 
7:30 P.M. 
8:00 P.M. 
9:00 P.M. 


Thursday, April 20 8:30 A.M. 


12:30 P.M. 


Friday, April 21 3:00 P.M.’ 


12:00 NOON 


Congress Recesses 
Scientific Assembly Convenes 
Delegates’ Dinner and Dance 


General Registration 

Scientific Assembly 

Ladies’ Registration 

Ladies’ Luncheon 

Children’s Lunch and Party 

Headquarters Building 
Mortgage-Burning Luncheon 

Mead Johnson Awards 

AAGP Foundation Trustees 

State Chapter Functions 


General Registration 

Scientific Assembly 

Ladies’ Registration 

Ladies’ Tea and Fashion Show 
Ross Awards 

Merck Sharp & Dohme Telecast 
Inauguration Ceremony 
President’s Reception and Ball 


General Registration 
Assembly Closes 
Board of Directors Meeting 


Departure for Invitational Scientific 
Congress Aboard “Franca C” on 


Caribbean Cruise 


Convention Hall 
Eden Roc 


Convention Hall 
Convention Hall 
Eden Roc 
Eden Roc 
Eden Roc 


Convention Hall 
Convention Hall 
Eden Roc 


Convention Hall 
Convention Hall 
Eden Roc 
Fontainebleau 
Convention Hall 


Eden Roc 
Eden Roc 


Convention Hall 
Convention Hall 
Eden Roc 
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Annual Scientific Assembly 


The American Academy of General Practice 


APRIL 17-20, 1961 
MIAMI BEACH, FLORIDA 


Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


e Room assignments will be made in order 
received. 


e Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


e No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


e Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


e The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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2:00 p.m., Saturday, April 15, at-the 
Eden Roc Hotel. 


Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 


1:00 p.m., Monday, April 17. wt 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 

CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all a 
who will occupy rooms requested MUST be 
included. 
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1. Algiers 12.00 14.00-16.00 82.00- 48.00 
2. Atlantis 7.00 8.00-10.00 
3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8.00-10.00 
5. Casablanca 9.00 11.00 
6. Crown 10.00 12.00-14.00 25.00- 45.00 
7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00 16.00-1£.00 
9. Delano 8.00-10.00 10.00-14.00 
10. di Lido 8.00-10.00 10.00-14.00 24.00- 42.00 
11. Eden Roc 14.00-16.00 18.00-20.00 25.00- 74.00 
(Headquarters Hotel—No Rooms Available) 
12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00 12.00- 14.00 
14. Fontainebleau 16.00-22.00 16.00-22.00 50.00-100.00 
(Also Headquarters Hotel—Limited Number of Rooms Available) 
15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
16. Montmartre 12.00 14.00-18.00 
17. National 10.00 22.00 
18. Nautilus 9.00 10.00 14.00- 22.00 
19. President Madison 8.00 10.00 20.00 
20. Prince Michael 7.00 9.00 
21. Promenade 7.00 9.00 18.00 
22. Raleigh 8.00 10.00 
23. Rendale 5.00 6.00 12.00- 14.00 
24. Richmond 8.00 8.00 
« 25. Robert Richter 10.00 
26. Roney Plaza 10.00-14.00 12.00-16.00 30.00- 60.00 
27. Sagamore 0.00 12.00 18.00 
28. San Marino 8.00 10.00-12.00 24.00 
29. Sans Souci 12.00 12.00 
30. Saxony 12.00-16.00 12.00-16.00 30.00 
$1. Sea Gull 8.00 10.00-14.00 
32. Sea Isle 10.00 12.00-16.00 
33. Seville 12.00 14.00-16.00 30.00- 45.00 
34. Shelborne 10.00-12.00 14.00-18.00 32.00- 50.00 
35. Sherry Frontenac 8.00 9.00-11.00 
36. Shore Club 8.00 10.00-14.00 
37. Sorrento 6.00-10.00 6.00-10.00 
38. South Seas 6.00 8.00 14.00 
39. Surfcomber 6.00 8.00- 9.00 20.00- 30.00 
40. Surfside Plaza 8.00 10.00 ~ 
41. Traymore 7.00 9.00 
42. Versailles 10.00 10.00 


The above quoted rates are existing rates, but are, of course, 
subject to any change which may be made in the future. 


APPLICATION FORM FOR HOUSING ACCOMMODATIONS ALL RESERVATIONS MUST BE RECEIVED PRIOR TO APRIL 1, 1961 


Please reserve the following accommodations 
for the AAGP Annual Scientific Assembly 
on April 17-20, 1961 in Miami Beach. 


AAGP Housing Bureau 
P.O. Box 1511 
Miami Beach, Florida 


Other Type of Room........................ Rate: From $.............- eee 
Choices Second Choice Hotel.......................... Third Choice Hotel........................ 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to 
accept your reservation, the AAGP Hous- 


RRR oe ing Bureau will make as good a reserva- 
Addr tion as possible elsewhere providing that 
all hotel rooms available have not al- 
City... ready been taken. 


March 1961 
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EQUANITRATE 


meprobamate and pentaerythritol tetranitrate, Wyeth 


In patients with angina pectoris, with coronary insufficiency, or recovering from myocardial 
infarction, EQuANiTRATE can help you 

e prevent pain by providing prolonged coronary vasodilatation 

e control apprehension, anxiety and tension that heighten awareness of disabling symptoms 
e reduce dependence on nitroglycerin 

e increase work tolerance 


References: 1. Russek, HI: Am. J. Cardiol. 3:547 (April) 1959. 
2. Shapiro, S.: Angiology 10:126 (April) 1959. 3. Friedlander, H.S.: 


Am. J. Cardiol. 1:395 (March) 1958. 4. Waldman, S., and Pelner, L.: 
Am. Pract. & Digest Treat. 8:1075 (July) 1957. 
Conwell Although infrequent, adverse reactions to many modern drugs may occur. 
TO For further information on limitations, administration and prescribing of 
MEDICINE 
EQuanrtrATE, see descriptive literature or current Direction Circular. 
Wyeth Laboratories Philadelphia 1, Pa. 
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THE NUMBER of general practitioners in the 
United States has decreased 27 per cent in the 
past 30 years, according to a special report of the 
Public Health Service. 

“Physicians in private practice are now almost 
equally divided in their choices between general 
practice and specialization, whereas 30 years ago 
there were five general practitioners to every full- 
time specialist,’’ the report said. 

“Those physicians who indicated a primary 
interest in the speciality mentioned in their bio- 
graphical data are classified as full-time special- 
ists, while those who indicated a special interest 
in the speciality listed but did not so limit their 
practice are included with the general practition- 
ers. Between 1931 and 1959 the number of full- 
time specialists more than tripled, increasing 
from 22,158 to 78,635. On the other hand, the 
number of general practitioners (including part- 
time specialists) decreased from 112,116 to 
81,957.” 

The report, titled “‘Physicians’ Age, Type of 
Practice, and Location,” was the 10th in a series 
for “Health Manpower Source Book.” 

The report showed 236,089 physicians in the 
United States in mid-1959, according to figures 
compiled by the AMA. There then were 133.4 
doctors of medicine per 100,000 population. The 
ratio ranged between 125 and 135 per 100,000 
over the past 30 years. 

The proportion of physicians in private prac- 
tice decreased steadily in the 30-year period. 
gaa, in this category totaled 160,592 in 

952. 

“In 1931, about 86 per cent of the physicians 
were private practitioners,” the report said. “By 
1949, the proportion had declined to 75 per cent, 
and by 1959 it was down to 68 per cent. In actual 
numbers, physicians in private practice have in- 
creased 20 per cent, while total persons to be 
cared for have increased at twice that rate.” 

Other highlights of the report: 

—Physicians full-time in nonfederal hospitals 
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total nearly 40,000, four times the number in 
1931. 

—Nonfederal physicians full-time in teaching 
and administration have increased to about 
8,000, triple their numbers in 1931. 

—Physicians full-time in the federal govern- 
ment service as commissioned medical officers on 
active duty with the Department of Defense, the 
Public Health Service and the Veterans Admin- 
istration comprise about 7 per cent of the 
total physician supply, having increased from 
3,551 in 1931 to 17,519 in 1959. 

—In mid-1959, nonfederal physicians totaled 
218,570, of whom 208,253 were active in medical 
practice. 

—The highest ratio of physicians to civilian 
population is in the Northeast region; the lowest 
ratio, in the South, although the South (along 
with the West) improved its supply of physician 
manpower between 1940 and 1959. 


Other Washington Developments 


MEDICAL CARE FOR THE AGED 


President Kennedy sent to Congress a broad 
health program including limited medical care 
for elderly persons tied in with social security—a 
proposal which the medical profession opposes. 

Kennedy also proposed federal scholarships 
for medical and dental students, federal aid for 
construction and operation of medical and dental 
schools, grants to expand community nursing and 
hospital services, more federal spending on medi- 
cal research and greater federal activity in the 
field of health of children and youth. 

The Kennedy plan would provide: 

For each single illness, hospital costs for up to 
90 days, paying all costs over $10 daily for the 
first nine days (minimum, $20) and full costs for 
the remainder; up to 180 days of nursing home 
services after release from the hospital; payment 
of all outpatient diagnostic costs over $20, and 
community visiting nurse services. 
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eeeeeeee see e 
Washington 


THE KIND YOU CAN SEE... 


You can see better with a 
Castle ‘‘8”’ Spotlight. You 
spot trouble fast with this 
low-cost light. You see it 
bright and clear, in a 6” to 
10” flood of color-corrected 
light. 28 beams, each from 
a slightly different angle, 
assure constant light pat- 
tern, even when your hands 
get in the way! Lamphead 
moves in every plane at 
your touch. Choice of Jade, 
Coral or Silvertone; in 
portable, wall, or ceiling 


Carttl_e— No. 8 SPOTLIGHT 


THE KIND YOU CAN'T SEE... 


You don’t have to worry because the Castle 777 
SpeedClave takes care of the trouble you can’t see 
—destroys all bacteria quickly, economically, and 
for sure! It takes only 10 minutes to sterilize from 
a warm start. And so simple—just one dial setting. 
Just set it and forget it; everything’s automatic. 
Safety valve, self-opening door, low-water cut-off — 
they’re automatic too! SpeedClave is compact as a 
typewriter, easy to carry. You'll use it everywhere, 
and you'll use it lots. 


5 
RITTER COMPANY INC. | 
Dept. 2503, Rochester 3, New York 
Please send information on 

[] No. 8 Light SpeedClave 


Ritter 
ROCHESTER YORK 


Medical Division 
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AMA Washington Report 


Financing would be provided by increasing 
social security taxes for employees and employers 
by one-quarter of 1 per cent each, and by 
raising the maximum taxable yearly earnings 
from $4,800 to $5,000. 

A spokesman for the AMA told nationwide tel- 
evision audiences why the medical profession 
favors the Kerr-Mills program of medical care for 
the aged and opposes the social security approach 
to the problem. 

Dr. Edward R. Annis, Miami, Fla., debated 
the issue with Sen. Hubert Humphrey (D-Minn.) 
on NBC-TV and with Walter Reuther, organized 
labor spokesman, on CBS-TV. 

“The Kerr-Mills law must be given the chance 
it deserves,’’ Dr. Annis said. “‘It is sound and it 
will be effective. Congress passed it because it be- 
lieved that the important thing was to help the 
people who need help; to help them quickly; and 
to help them through the machinery of local 
government.” 

The AMA Board of Trustees protested vigor- 
ously against another CBS-TV program. The 
Board charged the network with ‘‘misrepresenta- 
tions, bias, and distortions” in a program called 
“The Business of Health—Medicine, Money and 
Politics.” 

The Board said that the network edited out the 
AMA’s true position on the issue when it put to- 
gether the taped program. The Board reiterated 
the AMA position: 

“The AMA believes that any medical care plan 
is both unsound and unfair which would compel 
American working people to shoulder increased 
social security taxes to finance health costs of all 
those over 65 (under social security), rich and 
poor alike, regardless of whether they want or 
need such help and which . . . ignores millions of 
indigent elderly who do need help.” 

Arthur H. Motley, president of the Chamber 
of Commerce of the United States, said medical 
care for the aged through social security would 
require increasing social security taxes to a point 
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“where people might rebel against the whole 
social security system.” 

“Our personal medical care system is so good 
it’s worth crusading for and that is what the 
chamber is doing,’’ Motley said. 

“‘We have the best health of any large nation 
on earth and there is every reason to expect con- 
tinued improvement.” 


TAX DEFERMENT 


New legislation has been introduced in Con- 
gress that would give income tax deferment on 
money put into private pension plans by physi- 
cians and other self-employed persons. 

The House last year approved a bill with such 
provisions and the Senate Finance Committee 
cleared an amended version. But it didn’t reach 
the Senate floor before adjournment. 

These bills would permit a_ self-employed 
person to defer federal income taxes on money 
placed in a private pension plan with a maximum 
of $2,500 a year or 10 per cent of income if the 
income is less than $25,000 a year. 


CHLOROMYCETIN 


A special panel of physicians recommended 
that the labeling of the antibiotic chloromycetin 
(chloramphenicol) be revised to emphasize warn- 
ings against its use in minor infections. 

The revised labeling also calls for adequate 
blood studies before the drug is used. 

The manufacturer—Parke, Davis and Com- 
pany—promptly agreed to comply with the re- 
labeling recommendations. An insert of warnings 
and precautions is being put in every package of 
the drug for oral or parenteral use. 

The panel of physicians, appointed by the 
National Research Council, at the request of the 
Food and Drug Administration to re-evaluate the 
hazards of the drug against its usefulness, found 
that it is valuable and should remain on the 
market for use in treating serious infections under 
medical supervision both in and outside hospitals. 
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A younger person may not realize and the 
older person may have forgotten. But... 
Since 1941, practically all white bread, flour, 
processed cereals and macaroni foods in U. S. ? 
diet have been enriched with specified amounts a 
of thiamine, niacin, riboflavin and iron. Since 
1941, deficiency diseases due to diet inadequate 
in these three B-vitamins have all but dis- 
appeared. Today clinical signs of beriberi, me 
pellagra and ariboflavinosis are hard to find. J oy 
In addition, the incidence of iron deficiency 


anemia has been reduced. 
The nutritional statements in this advertise- Cause: enrichment. Effect: improved public 
ment and the literature it makes available lied 
have been reviewed by the Council on Foods ealth . . . a quiet miracle in applied nutrition. 
and Nutrition of the American Medical Today 80 to 90 percent of all white bread, 
Association and found consistent with cur- family flour, cereal products and macaroni 
rent, authoritative, medical opinion. foods are enriched. Today these foods are so 


good nutritionally that any normal diet can 
be improved by eating them. 

For further details on the quiet miracle and 
what it means to you, fill in the coupon: 
ENRICHED ... 


and whole wheat flour 
foods are listed among FREE — USE COUPON OR SEND R BLANK 
the “Essential Four’’ food 


ept. of Agriculture's nsti- 309 West Jackson Bivd., Chicago 6 I 

tute of Home Economics. { Please send me for professional review copies of the National | 

Diet selected from these j Research Council pamphlet, “Cereal Enrichment in Perspective,” | 

foods provides ample pro- I and “The two minute story of THE QUIET MIRACLE,” for pos- ] 

tein, vitamins and minerals. j__ sible professional distribution in quantities. (Please print) | 

NAME. 

| ADDRESS. 

WHEAT FLOUR INSTITUTE | 


(Distribution limited to U.S. and possessions) 


working for a healthier America through nutrition 
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CONTINUED FROM PAGE 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


APRIL 

*12-14: University of Kansas School of Medicine, course in 
ophthalmology, University of Kansas Medical Center, 
Kansas City. (17 hrs.) 

13: Utah chapter, annual meeting, Hotel Utah, Salt Lake 
City. 

*13: University of Wisconsin Medical School, course on 
hematologic disorders in pediatrics, Wisconsin Center 
Building, Madison. (18 hrs.) 

*13-14: Columbia University College of Physicians and 
Surgeons, course in proctology, Mt. Sinai Hospital, New 
York City. (10 hrs.) 

*13-16: University of Utah School of Medicine, general 
practice review, University of Utah School of Medicine, 
Salt Lake City. (16 hrs.) 

*15: Hunterdon County (New Jersey) chapter and Amer- 
ican Heart Association, Hunterdon County chapter, 
“Clinical Methods of Evaluating Cardiac Function,” 
Hunterdon Medical Center, Flemington, N.J. (1 hr.) 

16-21: American College of Obstetricians and Gynecolo- 
gists, meeting, Boston, Mass. 

“17-18: Nebraska chapter and the University of Nebraska 
College of Medicine, course in pediatrics, University of 
Nebraska College of Medicine, Omaha. 

“17-19: University of Kansas School of Medicine, course in 
anesthesiology, University of Kansas Medical Center, 
Kansas City. (18 hrs.) 

“17-20: American Academy of General Practice, Annual 
Scientific Assembly, Miami Beach Auditorium and Con- 
vention Hall, Miami Beach, Fla. (14 hrs.) 

19-22: Chicago Committee on Trauma of the American 
College of Surgeons, Fifth Postgraduate Course on 
Fractures and Other Trauma, John B. Murphy Memo- 

rial Auditorium, Chicago. 

20-21: University of Kansas School of Medicine, course in 
cardiac auscultation, University of Kansas Medical Cen- 
ter, Kansas City. (12 hrs.) 
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*21-2: American Academy of General Practice, Invitational 
Scientific Congress, aboard M.S. Franca C and joint 
meeting in San Juan, Puerto Rico. 

*22: Rhode Island chapter, annual meeting, Sheraton-Bilt- 
more Hotel, Providence. 

25: Clinical Medicine Section of Texas Society on Aging, 
“Problems in Caring for the Aging Population,” Buc- 
caneer Hotel, Galveston, Tex. (4 hrs.) 

*26: Indiana University School of Medicine, course in treat- 
ment of common disorders of the blood, Indiana Uni- 
versity School of Medicine, Indianapolis. (7 hrs.) 

*27: Indiana University School of Medicine, course in gas- 
troenterology, Indiana University School of Medicine, 
Indianapolis. (7 hrs.) 


MAY 


*2: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, course in anesthesiology, University 
of Nebraska College of Medicine, Omaha. 

*3: Nebraska chapter and the University of Nebraska Col- 
lege of Medicine, Sixth Annual Trauma Day, University 
of Nebraska College of Medicine, Omaha. 

*4-7: Hahnemann Medical College, symposium on hyper- 
tension, Sheraton Hotel, Philadelphia, Pa. (28 hrs.) 

6: Presbyterian Medical Center, course on problems in 
neurology and neurosurgery, Presbyterian Medical Cen- 
ter, San Francisco, Calif. (8 hrs.) 

8-12: American Psychiatric Association, annual meeting, 
Morrison Hotel, Chicago, Ill. 

10: Crime Laboratory, Department of Public Safety, the 
Medical Examiners State of Georgia and the Georgia 
Association of Pathologists, Medicolegal Workshop, 
Grady Memorial Hospital, Atlanta, Ga. (74% hrs.) 

10-12: Kentucky chapter, annual meeting, Kentucky 
Hotel, Louisville, Ky. 

10-13: Pennsylvania chapter, annual meeting, Atlantic 
City, N.J. 

*11: University of Wisconsin Medical School, course on 
pathology and radiology of diseases of the chest, Wiscon- 
sin Center Building, Madison. (18 hrs.) 

*11-14: Virginia chapter, annual meeting, Sheraton Park 
Hotel, Washington, D.C. (15 hrs.) 

12-13: Washington chapter, annual meeting, Davenport 
Hotel, Spokane. 

*13: Hunterdon County (New Jersey) chapter and Amer- 
ican Heart Association, Hunterdon County chapter, 
“Annual Review of Cardiac Surgery in Hunterdon 
County Patients,” Hunterdon Medical Center, Flem- 
ington, N.J. (1 hr.) 

14-18: Illinois State Medical Society, annual meeting, 
Sherman Hotel, Chicago. 
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Put your low-back patient 
back the payroll 


Soma’s prompt relief of pain and stiffness 
can get your low-back patients back 
to work in days instead of weeks 


Soma is unique because it combines the 
properties of an effective muscle relaxant 
and an independent analgesic in a single 
drug. Unlike most other muscle relaxants, 
which can only relax muscle tension, Soma 
attacks both phases of the pain-spasm cycle 
at the same time. 

Thus with Soma, you can break up both 


pain and spasm fast, effectively . . . help 
give your patient the two things he wants 
most: relief from pain and rapid return to 
full activity. 

Soma is notably safe. Side effects are rare. 
Drowsiness may occur, but usually only with 
higher dosages. Soma is available in 350 mg. 
tablets. USUAL DOSAGE: 1 TABLET Q.I.D. 


The muscle relaxant with an independent pain-relieving action 


(carisoprodol, Wallace) 


® 
/ Wallace Laboratories, Cranbury, New Jersey 
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How you can help save 
your patients a month’s pay 


Kestler reports in J.A.M.A. (April 
80, 1960) that conventionally 


treated low-back syndrome pa- 
tients required an average of 41 — 

days for full recovery (range: 3 to << 
90 days). The addition of Soma oe tea 
therapy in this comparative inves- 

tigation reduced the average to 


11.5 days (range: 2 to 21 days). 
With Soma, patients averaged full 
recovery 30 days sooner. 
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LET’S CONSIDER ...A 900 calorie daily diet that supplies no bulk is frequently 
not enough to even dent the appetite and “‘bulk hunger”? demands of many over- 
weight patients. Neither is a self-administered diet plan a suitable substitute for 
a medically-supervised weight reduction program. Such fad-inspired regimens over- 
look the fundamental physiologic problems of obesity. Obocell helps the obesity 
patient adhere to your diet chart by curbing gnawing appetites and suppressing 
bulk hunger during and between meals. Under your care, and with Obocell as the 
basic control factor, patients can arrive at their desired weight on schedule. Time 
and again, this combination of a physician-prescribed diet reinforced by Obocell 
therapy has proved to be the safest, most satisfactory way to shorten patients’ 
beltlines while lengthening their lifelines. IRWIN, NEISLER & CO.DECATUR,ILL. 


only through your prescription 
Amphetamine Phosphate, 5 mg.; Nicel (Irwin, Neisler’s 
nervous system, and controls bulk hunger by supplying 


® 
brand of high-viscosity Methylcellulose), 160 mg. Action: 
tion. Dosage: 3 to 6 tablets daily with a full glass of water, 
preferably one hour before meals. 


OBOCELL®, brand of anorexic, Neisler. Formula: Dextro- 
Obocell controls the appetite by acting on the central 
non-nutritive bulk to create a sense of fullness and satisfac- 


TABLETS 
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When it’s penicillin-susceptible 
and the patient is not allergic 
Use an orally maximal penicillin 


potassium phenethicillin 


Consistent dependable therapeutic response through maximal 
absorption, maximal] serum concentration and longer duration 
of inhibitory antibiotic levels for less susceptible organisms. 


Available as Maxipen Tablets, 125 mg. and 250 mg.; Maxipen 
for Oral Solution, 125 mg. per 5 cc. of reconstituted liquid. 


Literature on request 


When you hesitate to use penicillin 
(eg. possible bacterial resistance or allergic patient) 


You can count on 


triacetyloleandomycin 


Extends the Gram-positive spectrum of usefulness to include 
many staphylococci resistant to one or more of the commonly 
used antibiotics...narrows the spectrum of side effects by 
avoiding many allergic reactions and changes in intestinal 
bacterial balance. 


Available as Tao Capsules, 250 and 125 mg.; Tao Oral Suspen- 
sion, 125 mg. per 5 cc; Tao Pediatric Drops, 100 mg. per cc. of 
reconstituted liquid; Intramuscular or Intravenous as oleando- 
mycin phosphate. Other Tao formulations also available: 
Tao®-AC (Tao, analgesic, antihistaminic compound) Tablets; 
Taomid® (Tao with Triple Sulfas) Tablets, Oral Suspension. 


Literature on request 


and for nutritional support VITERRA® vitamins and minerals 
Formulated from Pfizer’s line of fine pharmaceutical products 


New York 17, N. Y, Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being™ 
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in counseling teen-agers? 


See program on page 198; 


reservation form, page 203. 
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What is 


Goodrich Schauffler’s secret 


GOODRICH C. SCHAUFFLER, M.D., 


moderates discussion by two psychiatrists 
Thursday morning, April 20. 


Subject: perspectives and problems 
of adolescence. 


It’s part of The Annual Scientific Assembly 
April 17-20 in Miami Beach. 


Twenty-four speakers discuss phases 
of your practice . . . obstetrics, 
gynecology, trauma, cardiology, cancer, 
otolaryngology, hernia. 


Exhibits (125 scientific, 197 technical) 
describe advances in diagnosis and therapy. 


You may earn 14 hours Category I credit. 


And a few days by the sea, afterwards, 
could rejuvenate mind and body. 
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